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Rapidly effective antiperistaltic 
action of tincture of opium 
checks intestinal hypermotility, 
discomfort and frequency. The 
proven antibacterial /antiamoebic 
neomycin sulfate contro/s a 
wide spectrum of common 
enteric pathogens. 
CLINICALLY CONFIRMED: 
Complete symptomatic relief 
reported in 95% of cases 
within 6 to 12 hours after initial 
dose of ‘Paremycin.” It “was well 
accepted and tolerated by 
patients of all ages..."” 


DELICIOUS 
BANANA-FLAVORED 
NONBULKY 
NONCHALKY 


USUAL DOSAGE: INFANTS (under 2 yrs. 

of age) — 1/2 to 1 teaspoonful q.i.d. 
CHILDREN (over 2 yrs.) —1 to 2 teaspoonfuls 
q.i.d. ADULTS —1 to 2 tablespoonfuls q.i.d. 
SUPPLIED: Bottles of 6 and 3 fl. oz. Exempt 
narcotic. Available on prescription only. 
NOTE: As with any neomycin preparation, 
high dosage levels and prolonged 
administration should be avoided in view 

of possible systemic effects. If signs of 
kidney damage appear, discontinue drug. 
Each teaspoonful (5 ml.) provides 50 mg. 
neomycin sulfate and 0.03 ml. tincture of 
opium (equivalent to 0.75 mi. paregoric). 
WARNING: May be habit-forming. 
REFERENCES: 1. Dale, A. D.: M. Times, 88:1210 
(Oct.) 1960. 2. Rosnick, M. J.: Clin. Med. t 
7:1601 (Aug.) 1960. 


PURDUE FREDERICK / NEW YORK 14, N.Y. / TORONTO 1, ONTARIO 
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Two Pyridium tablets t.i.d. relieve the pain 
of urinary infection in only 30 minutes. Dur- 
ing the first 3 to 4 days of therapy, Pyridium, 
prescribed along with any antibacterial of 
your choice, will make your patient comfort- 
able until the antibacterial reduces inflam- 
mation and controls the infection. 


oriz 


PYRIDIUM 


brand of phenazopyridine HCl 


AVERAGE DOSE: Adults—2 tablets t.i.d. Children 9 to 
12 —1 tablet t.i.d. suppLiep: 0.1 Gm. tablets, bottles of 


50. PRECAUTIONS: Pyridium is con- ie 


MORRIS PLAINS, 


traindicated in patients with 
renal insufficiency and/or severe 
hepatitis. Full dosage information, 


available on request, should be 
consulted beforeinitiating therapy. 


of GELUSIK FROLOID FERITRATE MANOEL 


| 
| 
| 
; 
| 
4 
: 
§ a? 
x 
R a 


The Journa, 
of the American 
Association 


December 1961, Volume 61, Number 4 é 


267 Histopathology of the human brain stem in perinatal 
anoxia. Allan R. Fox, D.O., and Norman W. Arends, 
D.O., Detroit, Michigan 

274 Clinical evaluation of osteopathic manipulative 
therapy in measles. F. Munro Purse, D.O., M.Sc. 
(Ped.), Narbeth, Pennsylvania 

277 Cystic bronchiectasis: Case presentation. Herbert P. 
Clausing, D.O., and Russell B. Sadler, D.O., Seattle, 
Washington 

282 Acute leukemia: Review of 30 cases. Charles I. 
Schulman, D.O., Oak Park, Michigan 

296 An extrapyramidal reaction to triflupromazine: Case 
report. Karnig Tomajan, B.S., D.O., M.D., 
F.A.C.O.S., Boston, Massachusetts, and Charles P. 
Pritchard, B.S., D.O., Philadelphia, Pennsylvania 

298 Gallstone ileus. John A. D’Alessandro, D.O., Detroit, 

Michigan 
04 Case report: Multiple surgical procedures in an 
elderly patient. Donald L. Smith, D.O., Flint Michi- 
gan 
307 Editorials 
316 Special articles. Conference on Insurance 
and Medical Care Plans. 
The Nation’s health needs and plans. Ivan A. Nes- 
tingen, Under Secretary of Health, Education, and 
Welfare, Washington, D.C. 
The 1961 White House Conference on Aging: A 
report of the A.O.A. participants. Alexander Levitt, 
D.O., Brooklyn, New York 
325 Product News 
331 Current Literature 
336 Exhibitors at 66th Annual Convention 
338 Advance Convention Registration 
339 Convention Hotel Reservation Application 
340 Book Reviews 

A- 77 Conventions and Meetings 

A- 81 State and National Boards 

A-129 Books Received 

A-132 Changes of Address 

A-156 Applications for Membership 


INFORMATION FOR CONTRIBUTORS 


Tue JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JouRNAL, and one carbon kept by the author. All copy 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4, The article should end with a comprehensive summary. 


Illustrations 
1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figures, charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction. 
but direct-contact glossy prints from originals are preferable. 


4. All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtained, and credit to be given. 


Copies of THE JouRNAL 


1. Three copies of THE JouRNAL containing his article will be sent 
to the author on request. : 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
FOR ADDITIONAL INFORMATION, PLEASE WRITE TIE EDITOR 


Published monthly by the American Osteopathic Association. Printed by Neely Printing Company. Publication, Editorial, and Executive Offices, 
212 E. Ohio St., Chicago 11, Ill. Subscription $10 a year; single copies $1.00. Acceptance for mailing at special rate of postage provided for 
in Section 1103, Act of October 3, 1917, authorized August 31, 1922. Second class postage paid at Chicago, IIl. 


ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of this magazine and send along with new address (with zone number if any). Allow 5 weeks 


for change-over. 


Copyright 1961, by American Osteopathic Association 
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“The experience to date with 
griseofulvin has been so promising 
for the manage gvement of 
audouint, tonsurans 
and Trichophyton violaceum that it 
; has become the treatment 
of choice for these m- 
fections of the scalp.” 
Supplied: Futvictin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 


complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION ¢ BLOOMFIELD, NEW JERSEY $-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 
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Saunders Books... 


Dripps, et al.— 


... bring you up to date—keep you up to date 


New (2nd) Edition! 


INTRODUCTION TO ANESTHESIA 


Teaches you how to use anesthetic agents effectively, stressing safety 
measures. The authors show you when to use the various types of 
anesthesia, how effective each will be under different circumstances, 
and what hazards may be encountered in their use. Inhalation, spinal 
and epidural, intravenous barbiturate and local anesthesias are all 
covered. Many new topics have been added to this revision, including: 
intravenous technique and therapy; use of chemicals to absorb car- 
bon dioxide; use of monitoring devices; use of controlled hypoten- 
sion, hypothermia, cardiopulmonary by-pass, hypnosis; use of 


mechanical ventilation; 
assessment of pulmonary 
function; malpractice in 
anesthesiology; and mate- 
rial on new local analep- 
tics and anesthetics. 


By ROBERT D. DRIPPS, M.D., 
Professor and Chairman, Depart- 
ment of Anesthesiology, Schools of 
Medicine, U. of Penna.; Anesthe- 
tist, Hospital of the U. of Penna.; 
JAMES E. ECKENHOFF, M.D., 
Professor of Anesthesiology, 
Schools of Medicine, U. of Penna.; 
Anesthetist, Hospital of the U. of 
Penna.; and LEROY D. VAN- 
DAM, M.D., Clinical Professor of 
Anesthesia, Harvard Medical 
School, Director of Anesthesia, 
Peter Bent Brigham Hospital, 
Boston. 413 pages, 6” x 9”, illus- 
trated. $8.00. New (2nd) Edition! 


New (3rd) Edition! 
Williams— 


ENDOCRINOLOGY 


Shows you how hormones maintain. body 
metabolism and how endocrine function 
is directly related to disease. Here you'll 
find the fundamentals of glandular phys- 
iology and their application to clinical 
problems. Therapeutic measures include 
those for endocrinopathies and those in 
which hormone therapy is applied to 
non-endocrine disorders. This New 
(3rd) Edition is virtually a new book 
—with eight completely new chapters and 
many others revised and expanded. 
Among many new topics you'll find— 
Autoimmunologic aspects of thyroiditis; 
Ill-effects of chronic glucosteroid ther- 
apy; Genetic abnormalities in endocrine 
disorders; Endocrine influences on ather- 
osclerosis and obesity; Hormones and 
cancer; Disorders in sex differentiation; 
Effects of endocrines on protein metabo- 
lism and on water and electrolyte 
metabolism. 


By 21 American Authorities. Edited by ROBERT H. 
WILLIAMS, M.D., Executive Officer and ae go! 
of Medicine, University of Washington School of 
Medicine. About 1184 pages, 6144” x 914", with 331 
illustrations. About $20.00. 


New (3rd) Edition—Ready in January. 


Corday and Irving— 


New! 


DISTURBANCES OF HEART RATE, RHYTHM & CONDUCTION 


Simplifies diagnosis and treatment of arrhythmic dis- 
orders by describing their etiology, hemodynamic dis- 
turbances, symptoms, physical signs, treatment and prog- 
nosis. For each arrhythmia and conduction defect, the 
authors correlate the mechanical and electrical events 
taking place in the heart. Highly effective line drawings 
illustrate the sequence of these events in order to help 
you interpret electrocardiograms. Latest information is 
included on those defects associated with surgery and 
anesthesia; myocardial infarction; electrolyte disturb- 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 


Please send me the following books and charge my account: 


Dripps, et al.—Introduction to Anesthesia 


Williams—Endocrinology ................. 


ances; enzyme changes. One chapter outlines bedside 
diagnosis; another the role of emotions in producing 
arrhythmic disorders; another the latest theories on car- 
diac resuscitation. Among therapeutic agents described 
you'll find digitalis, quinidine, vasopressors, Na EDTA, 
and adrenal steroids. 


By ELIOT CORDAY, M.D., F.A.C.P., F.A.C.C., F.C.C.P., Assistant Clini- 
cal Professor of Medicine, School of Medicine, University of California, Los 
Angeles; and DAVID W. IRVING, M.D., Clinical Assistant, School of Medi- 
cine, University of California, Los Angeles. 357 pages, 6%” x 9144”, with 
223 illustrations. $8.50. New—Just Published! 


About $20.00 


() Corday & Irving—Disturbances of Heart Rate 


$ 8.50 


Name. 
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For matched tubular diuresis — 


| 
IN BOTH PROXIMAL AND DISTAL SEGMENTS 


HYDROCHLOROTHIAZIDE 


ALDACTONE ® (spironolactone) 


acts mainly in the proximal segments of the renal 
tubules. 


NEW 


acts mainly in the distal segments of the renal 
tubules. 


(brand of spironolactone with hydrochlorothiazide) 


ALDACTAZIDE now Offers physicians the only thera- 
peutic preparation to provide positive diuretic activ- 
ity in both the proximal and the distal segments of 
the renal tubules. 

Hydrochlorothiazide exerts a well-known, vigor- 
ous diuretic-action in the proximal segment of the 
renal tubules. The Aldactone component of Aldacta- 
zide specifically blocks the sodium-retaining and 
potassium-excreting effect of aldosterone in the distal 
segment. 

This combined control provides true multiple 
diuretic effects for optimal relief of edema and as- 
cites in patients requiring prompt, maximal control, 
and in those whose edema and ascites are resistant 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


to single diuretics. Further, the potassium-saving 
activity in Aldactazide largely or wholly offsets the 
danger of potassium loss which thiazide diuretics 
induce. 

The usual adult dose of Aldactazide is one tablet 
four times daily, although dosage may range from 
one to eight tablets daily. 

Aldactazide is supplied as compression-coated 
white tablets, each tablet containing 75 mg. of Aldac- 
tone (brand of spironolactone) and 25 mg. of hydro- 
chlorothiazide. 

SEARLE «4 co. 
CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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THE WM. S. MERRELL COMPANY 


Division of Richardson-Merrell Inc. 
Cincinnati, Ohio/Weston, Ontario 


toadecade of success 


(dicyclomine) Hydrochloride 


Bentyl stands apart from antisecretories and 
other antispasmodics in combining effective- 
ness with outstanding toleration. Usual adult dos- 
age is 20 mg. t.i.d. There is a Bentyl dosage form 
* to suit every age group and therapeutic need. 
See page 661, Physicians’ Desk Reference, 1961. 


Brochure with full product information available on request. 
TRADEMARK: BENTYL® 
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...does she know that only you can help? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Ortho-Gynol or Ortho-Creme with a diaphragm assures her the best avail- 
able contraceptive protection. Accurate tests* for spermicidal potency, as well as years of 
clinical use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. 
The choice between Ortho-Gynol and Ortho-Creme is one of individual esthetic preference. 


Ortho-Creme 


vaginal jelly vaginal cream 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 


WHENEVER A DIAPHRAGM IS INDICATED 
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twice 
the 
muscle 
potency 
for greater 
relief 
and spasm 


NEW PARAFON 


Combining a superior skeletal muscle relaxant! with a preferred musculoskeletal analgesic,‘* new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equally effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 
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PARAFLEX® Chlorzoxazone’ 250 mg. 
TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted ““McNEIL,”’ bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, P D., anc 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 41:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 


159:1619 (Dec. 24) 1955. 


*U.S. Patent No. 2,895,877 
S79A61 


McNEIL LABORATORIES, INC., Fort Washington, Pa. 


McNEIL 


iow, 
: 
rae 
| 
4 
a 


THIORIDAZINE HCl 


Mellaril 


provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


“This is the third time the authors have evaluated a tranquilizer 
in a geriatric group. Our feeling is that Mellaril is superior to 
the other two, both of which were phenothiazine derivatives.” ’ 
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MELLARIL 


PSYCHIC RE! Minimal antiemetic action 


Little effect on 
temperature regulation 


“The side-effects which we have observed dur- 
ing trials with Mellaril have not been of a serious 
nature and we believe that the claim can justly 
be made that Mellaril has fewer side-effects than 
any other of the phenothiazine compounds.”? 


greater specificity 
of tranquilizing action 
results in fewer side effects 


1 Meliari! has a specificity of tranquilizing action 
on certain brain sites, in contrast to the more 
“diffuse” action of other phenothiazines. For 
example, unlike other phenothiazine tranquilizers, 
Mellaril provides tranquilization without 
any significant antiemetic action. 


Dampening of 2 Mellaril has less “spill-over” action to other 
temperature regulation brain areas. Hence, such extrapyramidal effects 
pt as parkinsonism are rare. 


Dampening of sympathetic and 3 os 
parasympathetic nervous system Jaundice has not been observed. 


OTHER PHENOTHIAZINE-TYPE TRANQUILIZERS 


Mellaril is indicated for agitation, apprehension and anxiety, ranging from 
mild to severe, in both ambulatory and hospitalized patients. 


ADULT DOSAGE — Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; 
Psychotic patients — 100 mg. t.i.d. Dosage must be individually adjusted until optimal 
response. Maximum recommended dosage: 800 mg. daily. 


CHILDREN’S DOSAGE — Average 10 mg. t.i.d. (range: 20 — 40 mg. per day). 
Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg., 200 mg. 


: PRECAUTIONS: Leukopenia and/or agranulocytosis, photosensitization and convulsive i 
seizures have been reported with long-range therapy but are very rare. Jaundice has not 
been observed during the use of Mellaril. Pseudoparkinsonism and other extrapyramidal 
disorders may occur but are infrequent and mild. Pigmentary retinopathy, which has 
been observed in psychiatric patients taking large doses (in excess of 1600 mg. daily over 
long periods of time) is characterized by diminution of visual acuity, brownish coloring 
of vision, and impairment of night vision; examination of the fundus discloses deposits 
of pigment. The possibility of this complication is avoided by remaining within the 
recommended limits of dosage. Drowsiness is not infrequent, especially with large 
doses and during early treatment. Dryness of the mouth, nasal stuffiness, skin eruption, 
nocturnal confusion, galactorrhea and amenorrhea are noted occasionally. Some male 
patients have complained of inability to ejaculate. Female patients appear to have a 
— tendency to orthostatic hypotension than male patients. As with other pheno- 
hiazines, Mellaril is contraindicated in severely depressed or comatose states from 
any cause. 


1. Judah, L., Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 

2. Sandison, R. A., Whitelaw, E., and Currie, J. D. C.: Clinical trials with Mellaril in the 

treatment of Schizophrenia, Journal of Mental Science (British Journal of Psychiatry) 
106:732, April 1960. 
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HYDROCHLORIDE 


METHDILAZINE HYDROCHLORIDE, MEAD JOHNSON 


RELIEF OF ITCHING IN 373 PATIENTS WITH 
TACARYL HYDROCHLORIDE* 


GOOD 301 PATIENTS 81% 


TO 72 PATIENTS 19% 


*Adapted from Howell, C. M., Jr.? 


dosage: Adults: Tablets—One tablet (8 mg.) twice 
daily. Syrup—Two 5 cc. teaspoonfuls (8 mg.) twice 
daily. Chewable Tablets—Two tablets (7.2 mg.) twice 
daily. Children: One-half adult dosage. Adjustment 
of dose or interval may be desirable for some patients. 
side effeets: Drowsiness has been observed in a 
small percentage of cases. Dizziness, nausea, headache, 
and dryness of mucous membranes have been reported 
infrequently. contraindications: There are no 
known contraindications. ¢autions: If drowsiness 
occurs after administration of Tacaryl Hydrochloride 
or Tacaryl Chewable Tablets, the patient should not 
drive a motor vehicle or operate dangerous machinery. 
Since Tacaryl Hydrochloride or Tacaryl Chewable 
Tablets may display potentiating properties, they 
should be used with caution in patients receiving 
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alcohol, analgesics, or sedatives (particularly barbitu- 
rates). Because of reports that phenothiazine deriva- 
tives occasionally cause side reactions such as agran- 
ulocytosis, jaundice, and orthostatic hypotension, the 
physician should be alert to their possible occurrence 
— though no such reactions have been observed with 
Tacaryl Hydrochloride or Tacaryl Chewable Tablets. 
supplieds Scored tablets, medium coral, 8 mg., bot- 
tles of 100. Syrup, 4 mg. per 5 cc. teaspoonful, 16 oz. 
bottles. Chewable Tablets, pink, 3.6 mg., bottles of 100. 
references: (1) Friend, D. G.: Clin. Pharmacol. & 
Therap. 2:605-609 (Sept.-Oct.) 1961. (2) Howell, C. 


’M., Jr.: North Carolina M. J. 27:194-195 (May) 1960. 


(3) Frohman, I. P.: Methdilazine Hydrochloride in Pru- 
ritic Dermatosis, a Doubleblind Evaluation in Gen- 
eral Office Practice: M. Times 89 (Dec.) 1961, in press. 
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Mead Johnson 
Laboratories 


Symbol of service in medictne 
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WHAT'S 
AND SPECIFIC 
FOR COLD, ACHING 
EXTREMITIES 


INCREASES AND MAINTAINS BLOOD FLOW FOR 10-12 HOURS 
THAWS ICY HANDS AND FEET Roniacol Timespan promptly increases circulation in cold fingers and toes,! 
resulting in “less ischemic pain, improved pulses and increased skin temperature.”’? Action: specific dilation 
of peripheral vessels.! Result: Roniacol increases blood flow to ischemic extremities.35 Improved blood flow 
further minimizes the chance of ulcerations associated with peripheral arterial insufficiency. 


EACH DOSE ACTS FOR 10-12 HOURS New, sustained-release Roniacol Timespan provides convenience for your 
patients as well as daylong or nightlong relief of cold, aching extremities —one Timespan in the morning pre- 
cludes forgotten midday doses, another at night permits comfortable, uninterrupted sleep. 


NEGLIGIBLE SIDE EFFECTS Unlike sympathetic blocking agents, Roniacol is selective — produces no cardiac stim- 
ulation, no hypotension, no gastrointestinal stimulation®’”—may be used safely in the presence of gastritis, peptic 
ulcer or coronary disease. Of 264 patients on Roniacol Timespan, only thirteen experienced side effects — none 
of them major.! 


RONIACOL TIMESPAN tablets are recommended for convenience of therapy in conditions associated with deficient 
circulation; e.g., peripheral vascular disease, including generalized arteriosclerosis, cerebral arteriosclerosis, 
varicose ulcers, decubital ulcers, chilblains, diabetic endarteritis, Meniere’s syndrome and vertigo due to 
impaired cerebral circulation. 


DOSAGE: One or two Roniacol Timespan tablets in the morning and at night. 

SUPPLY: Tablets of 150 mg, bottles of 50. When prolonged effects are not desired, prescribe Roniacol Tartrate Tablets, 50 mg, or Roniacol Elixir, 
50 mg per teaspoonful (5 cc). 

REFERENCES: 1. Reports on File, Roche Laboratories. 2. W. D. Westinghouse, Personal Communication. 3. E. C. Texter, et al., Am. J. M. Sc., 224:408, 
1952. 4. M. M. Fisher and H. E. Tebrock, New York J. Med., 53:65, 1953. 5. I. H. Richter, et al., New York J. Med., 51:1303, 1951. 6. C. M. Castro and 
L. De Soldati, Angiology, 4:165, 1953. 7. R. M. N. Crosby, Am. J. M. Sc., 225:61, 1953. 8. J. Dosdos and G. E. Arnold, Eye Ear Nose & Throat Month., 
38:1035, 1959. 


Roniacol®—brand of nicotinyl alcohol. Timespan® 


<5 ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc * Nutley 10, N. J. 


RONIACOL 


Tartrate 


TIMESPAN 


SAFE, SPECIFIC PERIPHERAL VASODILATOR IN THE NEW SUSTAINED-RELEASE FORM 
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therapy in 
arthritis... 


Bufferin’ and 
avoid salicylate intolerance 


Gastric distress due to aspirin used alone has 
been frequently reported.!-6 


BUFFERIN is superior to plain aspirin in that | (july) 1983, 2 Waterson, A. Pr: Bri. M-J.2:1531 


it does not cause gastric intolerance; it is “*. . . the (Dec. 24) 1955. 3. Brown, R. K:, and Mitchell, N.: 


Gastroenterolo 31:198-203 (Aug.) 1956. 
drug of choice where prolonged, high salicylate | 4 Kelly. J. J. Jr. Am. J. Med. oa 2a nt8-128 


levels are indicated.’’? (Aug.) 1956. 5. Brick, I. B.: J. Am. Med. Assn. 
; . 163:1217-1219 (April 6) 1957. 6. Lange, H. F.: Gas- 
**... iS 4 to 5 times better tolerated than ordi- troenterology 33:770-777 and 778-788 (Nov.) 1957. 


sos 997 7. Tebrock, H. E.: Ind. Med. & Surg. 20:480-482, 
nary aspirin. 1951. 8. Levy, G., Hayes, B. A.: N. Eng. J. Med. 


: : 262:1056 (May 26) 1960. 9. Sleight, P.: The Lancet, 
And BUFFERIN tablets go into solution faster | 5,305 (Feb. 6) 1960 and p. 932 (April 23) 1960, 

than plain aspirin,’ absorption being further ex- 

pedited by the antacid components.? . 


For a complimentary supply of BUFFERIN write: 
Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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feel the edge this page... 


Like this page, a Filmtab coating is about 1/250th of an inch thick. 
That’s the depth of the Filmtab which seals the active ingredients into 
Abbott vitamin tablets. 

Why do we make it paper-thin? : 

Filmtab coatings replace sugar coatings. This means that our vitamin 
tablets are quite a bit smaller than most—sometimes by as much as 
30%. This makes them easier to swallow. And, because there’s no bulk 
(not even sub-seals are needed) the nutrients are readily available. Yet, 
patients remain protected from vitamin odors and after-tastes. 

The greatest advantage, however, is in stability. 

Filmtab coatings don’t require water. Consequently, there is virtually 
no. chance of moisture degradation. The potency your patient pays 
for stays in the tablet. Without sugar, we’ve even been able to eliminate 
much of the brittleness. So, tablets are less apt to chip or break. 

Small reasons, perhaps, yet no refinement is too subtle if it adds to 
a product’s performance, or your patient’s convenience. 


Filmtab coatings protect these Abbott nutritionals: 


DAYALETS® OPTILETS® SURBEX-T™ 

DAYALETS-m® OPTILETS-m® SUR-BEX® 
Maintenance Formulas — Therapeutic Formulas B-complex with C Formulas 

TM—Trademark Filmtab—Film-sealed tablets, Abbott ; 112069 


youll. 
know 
how 
thin 


ad | 
FILMTAB’ 


coating 
can 


be! 
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Her position on nutrition 
Is taught in all the schools. 
She’s an oracle for others, 


While a mine of diet knowledge 
(And, each lecture is a gem) Ss 
Poor Ramona from Pomona needs [eet 


some DAYALETS with M. so 


i 
i 
$< 3 


Likes, dislikes, and time schedules never interfere with her lectures, 


| 
tan just her diet. She could live in a grocery store and still eat poorly. While 


», Dayalets-M can’t replace self-discipline, it can help insure optimal nutrition. 


Tablets are tiny, potent, and Filmtab-coated. Patients like taking them. 


Filmtab® DAYALETS-M®.. essential vitamins plus 8 
minerals in the most compact tablet of its kind 


ABBOTT 


112070 Filmtab—Film-sealed tablets, Abbott 


— 
Yet, the first to break the rules. 
DAYALETS-M) | 
Obbott 


anorectal comfort... that lasts 


Patients want full, fast and lasting relief from the distressing 
symptoms of common anorectal disorders, such as hemor- 
rhoids, proctitis and pruritus ani. 


to maintain lasting to provide immediate 
anorectal comfort anorectal comfort 
continue therapy with start therapy with 
® ® 
hemorrhoidal suppositories hemorrhoidal suppositories with 
or unguent hydrocortisone acetate, 10 mg. 
to prevent recurrence of to reduce inflammatory reaction 
symptoms, one Anusol and to provide immediate 
Suppository morning and relief of anorectal pain and 
evening and after each evacu- itching, two Anusol-HC 
ation. Supplement with Anusol Suppositories daily 
Unguent as required. for 3 to 6 days. 


Neither Anusol nor Anusol-HC contains anesthetic drugs which might 
mask the symptoms of serious rectal pathology. 


Mekere of TECRAL GELUSIL PROLOID PERITRATE MANOELAMINE 


MS13 MORRIS PLAINS, NJ. 
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ow would you design 


a tranquilizer PLAN 


specifically for the 
tense working adult? 


wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards 
versatileand arTarax “...was used in higher-than-usual dosages (200 to 1600 mg. 


remarkably  daily).... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
well tolerated useful to both the psychiatrist and the general practitioner... .”2 


“... hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....” Most patients “... with commonly en- 
ficaci countered neuroses such as anxiety states occurring in business executives, 
emcacious in Jaborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 

ciated organic disease...” were treated successfully.! 


calming, seldom Working adults “...seldom experience drowsiness or impairment of in- 
impairing tellectual function with therapeutic doses.” 


mental acuity 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety — alcoholism —ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.4 In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 
Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 

References: 1. Garber, R. C.: J. Florida M. A. 45:549 (Nov.) 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, F. J., Jr.: Psychotropic 
Drugs, S. Garattini and V. Ghetti, eds., New York, Elsevier Publishing Co., 1957, 
p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 


(brand of hydroxyzine HCI) 
New York 17, N: Y. VITERRA  Capsules—Tastitads 
Division, Chas. Pfizer & Co., Inc. Therapeutic Capsules for 


Science for the World’s Well-Being® vitamin-mineral supplementation 


ie: 


effective against 


| Sinusitis 


clinically demonstrated- Si nut ab 


provides “‘excellent symptomatic relief’’* of sinus and other common frontal 


headaches on just 2 tablets q.4h. Try Sinutab: you and your patients will like 
the way it aborts pain—decongests mucosa—relieves pressure — relaxes tension. 


*Flohr, Leonard, et al.: Clin. Med. 8:3 (March) 1961. 


meokers of TEORAL GELUSIL PROLOID PERITRATE MANDELAMINE 


MS14 MORRIS PLAINS, 


effective against rhin ea 
: ; 
| 
2 
vey 
‘ 
; 


stomach 


has a nervous patient! 


BUTIBEL 


antispasmodic/sedative 


relaxes the tense patient and his jittery stomach...without 
the sedative “‘build-up’’ many patients experience with 
phenobarbital preparations. 


combines the “‘time-matched’”’ components—BUTISOL SODIUM® 
butaberbital sodium 15 mg. and extract of belladonna 15 mg.—each having 
approximately 5 hours’ duration of effect. Thus, with Butibel there is no 
overlapping sedation, no antispasmodic gap—t.i.d. dosage keeps the patient 
comfortable without sluggishness. 


Available as: BuTIBEL Tablets Elixir Prestabs® Butibel R-A 


(Repeat Action Tablets) 


| McNEIL | McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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Unappetizing meals and simple fatigue irom 
inadequate nourishment can discourage pati- 
ents from staying with a weight-control diet. 

Fresh-flavor Carnation Instant Nonfat Dry 
Milk provides all the protein, calcium, and 
B-vitamins of fresh, whole milk...with less 
than half the calories. . 

For 25% more of these needed nutrients: 
Carnation Instant can be mixed over-strength 
by adding 14 cup extra crystals per quart. 
Less than 105 calories per 8-ounce glass, this 
enriched nonfat milk is one-fourth richer in 


The Dieter 


and his special need for nutrition while reducing calories 


calcium, protein, and B-vitamins than ordinary 
nonfat milk. It tastes delicious, with a richer 
flavor they'll enjoy. And even mixed over- 
strength, it costs only 12¢ a quart. 

For complete details 
about Low CALORIE DIETS 
USING CARNATION INSTANT 
and a tear-out pad of fold- 
ers for patients, simply 
write to Carnation Cdm- 
pany, Dept. MN-121, Los 
Angeles 19, California. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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MYCIN: 


without “preser: 


erckSharp& Donne. | 
of Matt & Cox, 
Pa 


Cremomycin. provides rapid relief of virtually all diarrheas 


Neomycin—actively bactericidal against a wide range of gram-negative intestinal pathogens, 
but relatively ineffective against certain diarrhea-causing organisms. 


SULFASUXIDINE succinylsulfathiazole—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PEcCTIN—coat and soothe the inflamed mucosa, adsorb toxins, help provide rapid 
symptomatic relief. 


Additional information on CREMOMYCIN is available to physicians on request. 
Wel) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


ANO SUL ARE OF MERCK & OO., INC. 


. 


Patients you treat with Metahydrin respond with gratifying benefits. 
Cardiac patients can breathe more satisfactorily and are not so 
quickly fatigued by mild exertion. They maintain stable nonedem- 
atous weight and, minus the burden of edema, are better equipped 
to withstand the stresses of daily living which occur even in conva- 
lescence. Hypertensive patients enjoy more normal blood pressures, 
are relieved of headaches, tachycardia and palpitations. Adjunctive 
antihypertensive therapies—and their well-known side effects—can 
be reduced. Dietary salt restrictions are usually not necessary, or 
need not be severe. In any patient requiring a diuretic Metahydrin 
provides smooth, adequate diuresis. And because all thiazides are 
not alike, the nature of Metahydrin diuresis is more clinically 
“T) desirable; it expels more water, sodium and chloride and less 
octor, 


potassium. In other words, more benefits, fewer troubles. 


I walked 
to your office today!” 


METAHYDRIN®, brand of trichlormethiazide, Lakeside. Supplied—tablets of 2 mg. and 4 
mg. in bottles of 100 and 1000. Contraindications: Complete renal shutdown; rising azotemia 
or development of hyperkalemia or acidosis in severe renal disease. 


é LAKESIDE LABORATORIES, INC. Milwaukee 1, Wisconsin 
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Hear about the new pediatric responsibility? 


Nope. Faster, faster. 


Teeth. They completely calcify at such an early 
age, lots of children don't get fluoride in time 
to effect maximum benefits. 


Isn't that the dentist's area? 


Trouble is many kids don't see the dentist 
soon enough. How many children under 4 go to 
the dentist? 


Hmm.,Faster, faster. 


There's a new way to help insure adequate 
fluoride--take it right with the vitamins. 


Good rationale. Faster! 


JOURNAL A.O.A., VOL. 61, DEC. 196! A-27 


i 
. 
| 
i 
ay 
nt 
+ 
4 
“| 
. 
. 


Doesn't cost any more than plain 
vitamins either. 


What age should babies start taking fluoride? 


The earlier in life you start fluoride 
the greater the benefits. 


No time like the present. 


A-28 


now is 
the time 
(the earlier 
the better) 


to protect 
his ! 
permanent / 
teeth 
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Extensive evidence from studies in areas with fluoridated 
drinking water shows that the incidence of dental caries 
may be reduced as much as 60% in resident children 
compared to controls not receiving fluoride. 


And—the younger the child at the time fluoridation 
is started, the greater the benefits. Because hard tooth 
substance begins to form at the embryonic age of about 
twenty weeks, fluoride should be administered as early 
in life as possible, if decay-resistant tooth enamel is to 
be achieved. Adeflor supplies fluoride with routine pedi- 
atric vitamin supplementation and costs no more than 
vitamins alone. 

Note: The single lethal dose of sodium fluoride in the 
adult is between 5 and 10 Gm. On this basis, the lowest 


UP JOHN single lethal dose for a two-year old is 714 mg. This is 
more than 28 times the amount of fluoride supplied 


ANNOUNCES (25 mg.) in an entire 30 cc. bottle of Adefior. Adeflor 


used when and as recommended supplies safe fluoride 


supplementation. 
* 
(Vitamins A-C-D and Be with Fluoride) | 
For tomorrow’s Brief Basic Information 
d Formula: 
entition eee Each 0.6 cc. of Adeflor Drops contains: a 
f or today (1000 units) 25 meg. 
nutrition. Pyridoxine Hydrochloride (Bs) ...........-.. 1 mg. 
Fluoride (as sodium fluoride)... 0.5 mg. 


Indications: As an aid in the prevention of dental caries and in 
the prophylaxis and treatment of deficiencies of Vitamins A, C, D, 


and Be. 
Dosage and Administration: Where the drinking water is sub- 
Costs no more stantially devoid of fluoride, infants and children may be given 0.6 
. Adeflor Drops daily. 
than vitame 
m ns May be administered by dropping directly on the tongue or by 
a lone mixing with water, milk, fruit juice, or food. 
e 


Precautions and Contraindications: The use of this product 
is recommended only in areas where the fluoride content of drinking 
water is known and is less than 0.7 parts per million. 


Supply: 15, 30, and 50 ce. plastic bottles with a plastic, calibrated 
*(0.6 ec.) dropper. Available on prescription only. 
“Trademark, Reg. U.S. Pat. Off. Copyright 1961, The Upjohn Company | Upjohn | 


JOURNAL A.O.A., VOL. 61, DEC. 1961 A-29 


a 
| 
i 
a 
| 
3 


AMES 


BA CLINICAL BRIEFS FOR MODERN PRACTICE 


“MARGINS 
SAFETY” 
DIABETES 


Each diabetic patient is an individual For higher “margins of safety” in 
problem, but certain basic principles day-to-day control, frequent urine- 
underlie favorable “margins of sugar tests may be complemented by 
safety” for all diabetic patients. Four routine testing for urine ketones. 
of these principles merit every physi- CLINITEST® provides the practical 
cian’s attention: . quantitation of sugar needed for aid 
(1) Know the patient thoroughly — in successful diabetic management. 
both as a case and as a person. ACETEST® promptly detects both 
(2) Teach the patient carefully —to ketonuria and ketonemia,” providing 
cope with diabetes as a condition of prompt warning of ketosis. 

life. ACETEST is of special value in diag- 
(3) Collect data systematically —for nosis and treatment of diabetic 
periodic and cumulative follow-up. coma,’ as well as in daily control of 
(4) Console the patient wisely—even juvenile diabetes, severe diabetes in 
virtuous adherence to regimen can- adults, diabetes in pregnancy, and in 
not assure “... the reward of freedom oral hypoglycemic regimens. 

from vascular disease.” 1. Danowski, T. S.: Diabetes 9:292, 1960. 


2. Fajans, S. S., in Williams, R. H.: Diabetes, New York, 
Hoeber, 1960, p. 420. 
3. Lee, C.T., and Durcan, G. G.: Metabolism 5:144, 1956. 


for an extra margin of safety 
in day-to-day control of diabetes 


test for Glucosuria... ...test for Ketonuria 
with color-calibrated ones with ketone-specific 
CLINITEST == ACETEST 
Reagent Tablets aanaee BRAND Reagent Tablets 


1 drop of urine—a few seconds—detects 
both acetone and acetoacetic acid 


standardized urine-sugar test for easily 
read, practical quantitation 
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“I feel like my old self again!” Thanks to your balanced Deprol therapy, her depression has 


DEPRESSION 
CALMS 
ANXIETY 


lifted and her mood has brightened up — while her anxiety and tension have been calmed down. 
She sleeps better, eats better, and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects of 
energizers and amphetamines. While energizers and 
amphetamines may stimulate the patient — they 
often aggravate anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression and emotional fatigue. 


These ‘“‘seesaw” effects are avoided with Deprol. It 
lifts depression as it calms anxiety — a balanced 
action that brightens up the mood, brings down 
tension, and relieves insomnia, anorexia and 
emotional fatigue. 


Acts rapidly — you see improvement in a few days. 
Unlike the delayed action of most other antidepres- 


WALLACE LABORATORIES /Cranbury, N. J. couse 


sant drugs, which may take two to six weeks to 
bring results, Deprol relieves the patient quickly — 
often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely —no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, hypo- 
tension, psychotic reactions or changes in sexual 
function — frequently reported with other drugs. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this 
may be increased,gradually up to 3 tablets q.i.d. With establishment 
of relief, the dose may be reduced gradually to maintenance levels. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. Supplied: Bottles of 
50 light-pink, scored tablets. Write for literature and samples. 
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Peri-Colace meets 

the three major criteria 

for an effective laxative 

as established by physicians’ 


4. clinically 
proven 
effectiveness 


2. predictable 
action 


3. virtual freedom 
from griping or 
other wrritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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in geriatric patients 


Anthraquinone derivatives from cascara and dioctyl sodium sulfosuccinate, Mead Johnson 


eliminates the enema and straining at stool 


In geriatric patients,” Peri-Colace promptly, yet gently, induces bowel 
movements—satisfactory evacuation without straining. It helps to elim- 
inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.” 


Experience in practice” has shown the unusual dependability of 

Peri-Colace in elderly patients with a wide variety of illnesses compli- 
> cated by constipation. In many of these, muscular strength is insufficient 

to effect a bowel movement.? With Peri-Colace, a soft, easily passed stool 
| is evacuated within 8 to 12 hours. 


With Peri-Colace, “...side effects such as griping are reduced to a 
minimum.’” 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nov.) 1960. 
(3) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 
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Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has proved its efficacy 


and wide margin of safety, has made it the most widely prescribed nonbarbiturate sedative. The 
clinical safety of Doriden—in terms of minimal side effects,'” absence of respiratory depression,’ 
and lack of adverse effects on liver,’ kidney,’*® and blood—has been confirmed repeatedly. So, for 
all the benefits of safe and sound sleep— prescribe Doriden. 


Now also 
available 
Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 0.25 Gm. (white, scored) and 0.125 Gm. (white). —— mm, 
References: 1. Blumberg, N., Everts, E.A., and Goracci, A. F.: Pennsylvania M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times “= aaa 
84:68 (Jan.) 1956. 3. Hodge, J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 1959. 4. Burros, Baviden 
H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. Capsules 
For complete information about Doriden (including dosage, cautions, and side effects), see current Physicians’ Desk Reference 


or write cisA, Summit, N.J. 


Doriden 


(glutethimide CiBA) SUMMIT» NEW JERSEY 
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a woman too “nervous” to work 


to help each of these’ 


there is a proved, 


a difficult, 
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helps you relieve 
anxiety and tension 


When exaggerated anxiety and tension disturb 

your patients, prescribe EQUANIL L-A Capsules 

or EQUANIL to restore equanimity and relax 
muscle tension. 


EQUANIL, in either form, is predictable in action 
and well tolerated. It has been proved effective 
in millions of patients and its relative safety in 
use recorded in hundreds of reports. 


EQuANIL L-A Capsules and EQUANIL do not cause 
ataxia, extrapyramidal symptoms, or undue seda- 
tion. Normal ability to perform work is undimin- 
ished. EQUANIL L-A Capsules permit uninter- 
rupted therapy with only twice-a-day dosage. 


meprobamate, 
Wyeth 


CAPSULES 


3 
— 
3% 


CLINICAL USE CONFIRMS EFFICACY 


The effectiveness of EQUANIL has been docu- 
mented in hundreds of published studies and 
proved in millions of patients. The following 
are abstracts from recent reports that further 
testify to the usefulness of EQUANIL. 


in anxiety and tension 


Rickels and associates,' in a double-blind, con- 
trolled study, compared meprobamate with 
other drugs in psychoneurotic out-patients 
exhibiting anxiety, tension and mild depression 
without evidence of organic disease. Of all drugs 
used ‘‘Therapy with meprobamate always pro- 
duced the more marked change toward signifi- 
cant improvement and most often showed a sig- 
nificant difference between drug and placebo....” 
Meprobamate also helped alleviate insomnia by 
relaxing tense muscles, freeing pent-up energy 
and diminishing proprioceptive stimuli, thus 
allowing natural sleep. Meprobamate was noted 
to be especially effective in relieving insomnia 
at night without producing the drowsiness dur- 
ing the day associated with some tranquilizers. 


in headache and depression of 
premenstrual tension 


In a recent study,? EQUANIL was used to relieve 


irritability, depression and headache in pre- 
menstrual tension. Therapy was begun nine 
days prior to date of expected menstruation 
and continued until menstruation commenced. 
EQUANIL effected complete or pronounced relief 
of premenstrual symptoms in over half the 
patients studied. 


in symptoms of the menopause 


Pollak* in a double-blind trial noted that 
EQUANIL reduced lethargy and _ irritability 
associated with the menopause. The investigator 
stated: ‘““The troublesome symptoms of undue 
lethargy and fatigue and the disturbing 
symptoms of irritability and nervousness 
were markedly improved by meprobamate 
[EQUANIL]. .” EQUANIL also imparted a 
general feeling of well-being. 


References: 1. Rickels, K., et al.: J. Am. Med. Assoc. 
171:1649 (Nov. 21) 1959. 2. Appleby, B.P.: Brit. Med. J. 
1:391 (Feb. 6) 1960. 3. Pollak, M.: Practitioner 184:231 
(Feb.) 1960. 


For further information on limitations, administration 
and prescribing of EQUANIL and EquaNiL L-A Capsules, 
see descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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brings the acute psychotic 
episode under control 


SPARINE provides rapid control of the patient undergoing an acute psychotic episode. 
It affords prompt, positive relief of CNS excitation, apprehension, and acute agitation. 


SPARINE is also a useful adjunct in treating the postalcoholic syndrome: delirium 


tremens, hallucinosis, tremulousness, inebriation. 


In medical emergencies, SPARINE aids your diagnosis and management by controlling 


nausea and vomiting, hiccups, agitation, fear, and apprehension. 


SERVICE 
TO 
MEDICINE 


CLINICAL USE CONFIRMS EFFICACY 


SPARINE |has been proved highly effective in 
management of acute manifestations of severe 
mental and emotional disturbances. Rapid con- 
trol of psychotic behavior is quickly achieved by 
IV or IM administration. Follow-up mainte- 
nance therapy is usually obtained with tablets 
or syrup. The following abstracts from important 
clinical studies further testify to the usefulness 
of SPARINE. 


in acute alcoholic intoxication 

Figurelli! noted that the use of SPARINE in cases 
of acute alcoholism controlled symptoms of 
active delirium, as well as nausea and vomiting, 
and reduced mortality rates. According to 
Figurelli ‘“. . . medication with promazine 
[SPARINE] enables more rapid control of delir- 
ium, eliminates the prolonged and more expen- 
sive therapeutic measures which formerly were 
the only recourse . . . and permits earlier return 
of the patient to gainful occupation.” Paren- 
teral SPARINE was usually used initially by 
Figurelli; oral SPARINE was used for mainte- 
nance. No precipitous drop in blood pressure 
occurred in the series of patients studied by 
Figurelli. 

Note: The degree of central nervous system 
depression induced by SPARINE has not been 
great; however, in the acutely inebriated person 
the initial dose should not exceed that recom- 
mended to be sure that the depressant effect of 
alcohol is not enhanced. SPARINE should not be 
used in comatose states due to central nervous 
system depressants (alcohol, barbiturates, opi- 
ates, etc.). In patients with cerebral arterio- 
sclerosis, coronary heart disease, or other con- 
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ditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 


in acute behavior disorders 

Fink and Vlavianos? reported that with SPARINE 
“Violence and acute overactivity were minimized, 
and combativeness was reduced. The patients 
became more co-operative.” SPARINE did not 
impair mental acuity. Insomnia was reduced in 
all overactive patients. Patients with hallucina- 
tions or delusions generally improved as long as 
medication was continued. Acute hallucinations 
were quickly relieved. At the end of these 
studies of 200 ward patients: 37 were released; 
41 were transferred to an open ward with 
ape gp and were being considered for release. 

o side effects were observed. 


for patients reacting adversely to other ataraxics 


SPARINE was used’ to treat chronic hospitalized 
psychotic patients ranging in age from 16 to 88 ~ 
years. Improvement was noted in 72 percent of 
180 patients treated. Psychotherapy was facili- 
tated so that 26 patients were able to be re- 
leased from the hospital. Of 58 patients who 
were placed on SPARINE because of complica- 
tions resulting from other ataraxic therapy, 
49 (85 percent) showed resolution of complica- 
tions and were able to be maintained on SPARINE. 
References: 1. Figurelli, F.A.: J. Am. Med. Assoc. 
166:747 (Feb. 15) 1958. 2. Fink, L., and Vlavianos, G.: 
Psychiat. Quart. 32:532 (July) 1958. 3. Graffeo, A.J.: 
Am. J. Psychiat. 116:842 (March) 1960. 

For further information on limitations, administration, 
and prescribing of SPARINE, see descriptive literature or 
current Direction Circular: 


Wyeth Laboratories Philadelphia 1, Pa. 
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NEW 


Mylanta Tablets: 


ONE TABLET CONTAINS: 
Magnesium Hydroxide ...... 


Aluminum Hydroxide ....... 
(Dried Gel) 


Methylpolysiloxane (activated). 20 mg. 


Mylanta Liquid: 
ONE TEASPOONFUL CONTAINS: 
Magnesium Hydroxide ...... 200 mg. 


Aluminum Hydroxide ....... 200 mg. 
(equiv. to Dried Gel, U.S.P.) 


Methy]polysiloxane (activated). 20 mg. 


SUGGESTED DOSAGE: To be taken 
between meals and at bedtime. Tablets: 
One or two tablets, well chewed. 
Liquid: One or two teaspoonfuls. 


AVAILABLE: Boxes of 100 Mytanta 
Tasets and 12 ounce bottles of My- 
LANTA at all pharmacies. 


Write for professional samples. 


12769/ 4108 


for more effective manageme 


and gastrointestinal distres ; 


Combines 


The best known antiflatulent MYLICON 


The best known antacids + ANTACID 


(Magnesium Hydroxide, Aluminum Hydroxide) 


MYLANTA 


To Produce 


A more effective treatment for hyperacidity, ulcers and gastro- 
intestinal distress. MYLANTA contains a proven combination of 
antacids for relief of hyperacidity plus the antifoam agent, 
MYLICON, for more effective relief of gastrointestinal distress 
due to entrapment of gas. 


Advantages 


Acts faster » Works longer » No chalky taste + Soft easy-to-chew 
tablets + Pleasant tasting liquid » Non constipating 


THE STUART COMPANY + PASADENA, CALIFORNIA om! 


a a 


when you prescribe estrogens in the menopause... 


consider that current medical opinion favors natural estrogens 


“T think most of us have agreed here that we would use natural estrogens rather than synthetic 


estrogens because of the likelihood of producing toxic effects with the synthetic compounds.”* 
“We don’t use stilbestrol because it causes nausea in 
don’t use ethinyl estradiol very often because of memes | and nausea in occasional 


people and we prefer conjugated estrogens in its smallest amounts. ..”* 


*Transatlantic Telephone Symposium, The Effect of Estrogens in the ¥ 
Amsterdam/New York, 1959. Transcript available on request. 
Published, J.M.A, Alabama 29:44 


in the pre 
no substitute for a specific 


nopause—there is 


estrogen that imparts a “‘se 


CONJUGATED ESTROGENS (EQUINE) | 
i 

e: 1.25 mg. daily. Increase or decrease 
as requiréd.. Cyelic therapy is recommended \(3 
week regimeh with 1 week rest period) to avoid 
continuous stimulation of breast and uterys. 


Sy 
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After 10 weeks 
of therapy— 

Clear skin, 
a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 

acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 

the infection factor. pHisoHex ‘ 
cleanses better than soap because 

it is 40 per cent more surface-active. 


Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of | pint; pHisoAc in 114 oz. tubes. 
pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off. 


( LABORATORIES 
New York 18, N.Y. 


CLINICAL PHOTOGRAPHS 


Acne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


For Acne-PHISOHEX’ and 


antibacterial, nonalkaline, 
hypoallergenic detergent 


pHIsoAc’ cream 
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mental confusion to | the right frame of mind | © | 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT is non-hypertensive, 


non-excitatory. Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT“ Nicotinic Acid, 160 mg. 
provides a physiologic stimulation of the cerebrum to permit the culatory stimulant for the aged and 
patient to adjust to his surroundings, become part of life itself confusion, depression, anxiety or 
° arteriosclerotic psychosis. 
again—and attain the right frame of mind. 
Ref _ 1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. recommended dosage. 
erences: 9, Levy, S.: J.A.M.A. 158: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960. pe = GERONIAZOL TT* 
e' 


GERONIAZOL TR 


*TEMPOTROL® (Time Controlled Therapy) 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


¥ 


Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


F] Rautrax-N' 


with either Raudixin or Naturetin é K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage 
Two potencies available. 

Supply: Rautraz-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautraz-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


Squibb Quality \ 
= the Priceless Ingredient 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
Chloride 


and Bendroflumethiazide (*Naturetin) with Potassium 
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the 
patient 
accepting 
invitations 
again! 


Benztropine Methanesulfonate 


Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friends. 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facies. 
It has the ability to control severe tremor and may control sialorrhea better than atropine.” Severe rigidity, 
contractures, and frozen states also respond to CocENTIN.? Its prolonged action permits 24-hour control of 
symptoms with one bedtime dose.® 


Before prescribing or administering CocENTIN, the physician should consult the detailed information on use accompanying the package or available on request. 
Supplied: Tablets CocENTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes of 6. 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. _27:602, 1960. 3. A. M. A. Council on Drugs: 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CoGENTIN is a trademark of Merck & Co., Inc. 


isl) MERCK SHARP & DOHME Division of Merck & Co., Inc., West Point, Ps. 
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because patients are more than arthritic joints... 


controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 


patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 
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Unsurpassed “General Purpose” and “Special Purpose’ Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


Aristocort 


Triamcinolone Lederle 


\\\ 
\ \ |), 


TP 


(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 


ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 
appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 

ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, : ee 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. ee 


CZED eEDERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
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Gelusil protects against aetd-pepsin attack 
with a demulcent coating of two gels—reheves 
pain and controls excess acid— promotes 
natural healing —is inherently noncenstipating 
yet contains no laxative. Is this true of 

the antacid you are‘now prescribing? 

Each tablet or teaspoonful of Gelusil 


contains aluminum hydroxide (Warner-Chilcott) 
4 gr. and magnesium trisilicate U.S.2 7% gr. 
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Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions — 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


Composition: 200 mg. Soma (carisoprodol), 160 mg. 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, scored tablets. 


Also Available As 
SOMA COMPOUND + CODEINE 


Soma Compound boosts the effectiveness of codeine. 
Therefore, SoMA COMPOUND + CODEINE contains only 


Y% grain of codeine phosphate to relieve the more severe 
pain that usually requires 2 grain. Otherwise, its com- 
position—and dosage—is the same as Soma Compound. 
Supplied in bottles of 50 white, lozenge-shaped tablets. 


soma 


WALLACE LABORATORIES / Cranbury, N. J. 
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OXYTETRACYCLINE WITH GLUCOSAMINE 
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According to a recent report* on the effectiveness 
of Terramycin in 106 cases of upper respiratory 
T 


tract infection: lhe response in sinusitis was par- 


tifving, as both acute and chronic 


e [Terramycin] was not only better 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 


—increasingly—the trend is to Terramycin. 


in brief 


The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 
overgrowth of nonsusceptible organisms may 
develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility 
testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 
gel may decrease antibiotic absorption and is 
contraindicated. 

More detailed professional information available on request. 


mycin 


TERRAMYCIN Syrup/ Pediatric Drops 


OXYTETRACYCLINE WITH GLUCOSAMINE 


NADH Co 125 mg. per tsp. and § mg. per drop 
De ILE 250 mg. and 125 mg. per capsule (100 mg./cc.), respectively—deliciously 
fruit-flavored aqueous forms... 
convenient initial or maintenance therapy preconstituted for ready oral administration 
in adults and older children TERRAMYCIN Intramuscular Solution 


50 mg./cc. in 10 cc. vials; 100 mg. and 
, 250 mg. in 2 cc. ampules—the broad- 
fur the spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. preconstituted ... notably well tolerated at 
New York 17, N. Y. injection site with low tissue reaction 
“Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. compared to other broad-spectrum antibiotics 
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WHY ACID MANTLE? 
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A DISTINCT THERAPEUTIC ENTITY* 
Restores and maintains skin’s normal protective acidity —speeds natura} 
healing and helps sensitive skin resist irritants and infection. 


A NOTABLE VEHICLE 

Special water-miscible, evaporable base assures better dispersion, greater 
concentration of active ingredients in contact with skin — increases response 
through its own therapeutic action. 


*Supplied: in Creme and Lotion (pH 4.6) 


IN THE TREATMENT OF STUBBORN 
DERMATOSES, YOU CAN EXPECT 
RESULTS LIKE THESE WITH 


COR-TAR-QUIN 


pH 5.0 
Response of 113 Patients 
with various skin disorders to Cor-Tar-Quin Creme and Lotion? 


Seborrheic dermatitis | 37 31 6 0 
‘Neurodermatitis 41 18 22 1 
‘Atopic eczema 16 7 9 0 
Tinea cruris 3 1 1 1 
Other dermatoses 16 4 12 0 
TOTALS 113 61(54%) 50 44%)  2(2%) 


“Especially effective” for lesions characterized 
by SCALING, LICHENIFICATION AND INFECTION 


Description: Cor-Tar-Quin is a unique topical creme or lotion, combining 
micro-dispersed hydrocortisone alcohol, 2%, or liquor carbonis deter- 
gens 2% and diiodohydroxyquinoline 1% in the Acid Mantle® vehicle. 


Reference: (1) Olansky, S.: Antimicrobial-Steroid-Tar Combination in Treatment of 
Subacute and Chronic Dermatoses, J.M.A. Georgia 50:398 (Aug.) 1961. 2661 


© Ke WORLD LEADER IN 
Q, DERMATOLOGICALS 


DOME 


CHEMICALS INC. 
NEW YORK 23, NEW YORK 
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Why a triple sulfonamide? 


SPECTRUM-— that encompasses certain common bacteria not susceptible to antibiotics, such 
as gram-negative bacteria of the urinary tract. 

EFFICACY— in many genito-urinary infections. In upper respiratory infections and genito- 
urinary infections, active at the foci of infection. May succeed where bacteria are 
resistant to antibiotics. Rapid bacteriostatic effect. 

SAFETY— safer than a single sulfonamide. Independent solubilities of the three sulfonamide 
components minimize danger of crystalluria. Fewer of the complications of anti- 
biotic therapy such as allergic reactions, diarrhea, gastrointestinal upset, super- 
infection. 


ECONOMY-— lower cost to the patient than with most antibiotic prescriptions. 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Sulfadiazine, Sulfamerazine, Sulfamethazine) 


For further information on limitations, ad- 
ministration, and prescribing of SULFOsE, see 
descriptive literature or current Direction Wyeth Laboratories 


Circular. Philadelphia 1, Pa. 


SERVICE 
TO 
MEDICINE 


if 
| 
tf 
‘ 


NEW! 
specific for 
improved 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 

e Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 

e@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 


Milwaukee 1, Wisconsin 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


Every young couple about to be married needs advice of all sorts, and they'll get it, too — from every- 
body — some good, some bad. But some of the most valuable counsel they can get — help in planning 
their own family — comes best from you. Their family happiness for many years can depend on what 
you suggest to them, including your recommendation for the use of Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, Gamble 
(“Spermicidal Times of Commercial Contraceptive Materials — 1959”*) found the mean diffusion 
spermicidal time of Lanesta Gel to be three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies. 


Lanesta Gel has complete esthetic acceptance and is well tolerated. *cambie,c. P.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960, 


A PRODUCT OF LANTEEN® RESEARCH —@{iggpe— Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 
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without steroids 
this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feet and hands became 
involved with swelling and loss of function. By 
1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 
was frequently hospitalized during the next three 
years. Hydrocortisone failed to make any change 
in his condition. 


«(On April 2, 1955, the 
m patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 
work as a mine electri- 
cian that year and had no difficulty driving a car. 


For the past six years, he 
has been maintained on 
METICORTEN 5 mg. two 
or three times a day. 
There have been no side 
effects. The patient has 
not lost any work time, 
nor has he had to limit 
his activities in any way. 


Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


These photographs of Dr. Goldman’s patient were taken on 
November 10, 1960. 


METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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OPTIMUM NUTRITION — Pro- 
viding all the normal dietary 
requirements plus a reserve 
for stress situations, while 
avoiding the hazards of ex- 
cessive amounts of individual 
nutrients. 


REFERENCES: Jeans & Mar 
riot: Infant Nutrition, Ed. 4, 
Mosby (1947) + Adam, Doris 
J.D., et al: J. Nutrition 66:555 
1958) + Hansen, A.E., et al: 
J). Nutrition 66:565 (1958) 
Recommended Dietary 
Allowances, NAS-NRC Publ 
589 (1958) + U.S.P.H.S. Milk 
Code, Federal Security 
Agency Publ. 220 (1953) 
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This | COMPLETE | formula protects your 
babies against butterfat intolerance 


mw assures optimal caloric efficiency 
maintains skin integrity 
w eliminates sour odor 


These advantages in Baker’s Modified Milk result from complete butterfat 
replacement with controlled amounts of coconut and corn oils. 


Since the infant’s health depends upon total adequacy of his diet, Baker’s 
Modified Milk also provides an optimum protein level (3.7 gms/kg of body 
weight/day), 7% carbohydrate as multiple sugars, and the Recommended 
Daily Allowances of vitamins and iron. 


That is why more and more physicians, and hospitals, specify Baker’s 
Modified Milk. It is complete... at low cost per feeding. Made only from 
Grade A Milk—liquid or powder. 


Bakers MODIFICD MILK 


is scientifically formulated to duplicate the nutritional results of human milk. 


THE BAKER LABORATORIES, INC. Cleveland 15, Ohio 


Ps am, 


time of day. 


Suppresses appetite, elevates mood. > 


Boosts metabolism, counteracts possible 
subclinical hypometabolic deficiency. > 


Alleviates hunger spasms. >> 


Provides gentle morning laxation. B® 


Offsets evening excitation; promotes 
sound sleep. > 


upon request. 


IN OBESITY, ONE PHANTOS CAPSULE DAILY 


Helps you end all common 
dieting patients! 


timed phases, each a complete formula, tailored to the patient’s needs at that 


IMMEDIATE 
RELEASE 


Amphetamine 


5 mg. 
Atropine 

.. 1/360 gr. 


0.0 6-0 6 6.4 0.6 6 


Phantos-10 is 24 strength of above Phantos formula, for management on lower 
dosage. Phantos can be prescribed for virtually all overweight patients (ob- 
serve usual precautions in cardiovascular disease, hypertension, hyperthy- 
roidism). “Phenobarbital may be habit forming. SUPPLIED: Phantos: 30, 250 
and 500 capsules. Phantos-10: 30 and 250 capsules. Samples and literature 


INTERMEDIATE 


RELEASE 
Amphetamine 
5 mg. 
Atropine 
sulfate. 1/360 gr. 


don’t have enough 
will power to control my 
appetite.” 


_ “My doctor says | don’t 
\ burn up calories fast 
enough.” 


“Il simply can’t stand 
hunger pangs.” 


“Every time | diet, | get 
constipated.” 


“I can’t sleep when | take 
medication that really 
works.” 


“take the morning 
pill but often forget the 


| rest.99 | 


A single convenient Phantos Capsule 
gives “round-the-clock” action in three 


FINAL 

RELEASE 
Amphetamine 


Phenobarbital* ....¥% gr. 


Day-Long Action 
Capsules 


yore. TINSLEY LABORATORIES, INC. Harrison, New Jersey 
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IN SINUSITIS AND OTHER RESPIRATORY DISORDERS 


CHYMAR helps ameliorate respiratory disorders by 
» exerting beneficient anti-inflammatory and mucolytic 
ra | [ actions." 

53 ...in SINUSITIS, the anti-inflammatory action of 

CHYMAR reduces engorged and edematous nasal 

to O Ai, / N mucosa with resultant clearing of nasal passages.' 
...in BRONCHITIS, CHYMAR liquefies thick- 

Superior Systemic Anti-inflammatory Enzyme Preparation ened bronchial secretions greatly facilitating the 


raising of sputum.’ 


Concomitantly with CHYMAR'S liquefaction of thick- 
ened bronchial secretions, 88.6% of a series of 88 


@ 


1, Parsons, D. Je: Asthma, bronchitis, rhinitis and sinu- H ; ini H 3 

At | bronchial asthma patients were clinically improved. 

trypsin, Clin. Med. 5:11, 1958, 2. Teitel, L. H., et al: 

Clinical observations with chymotrypsin, Indust. Med. ARMOUR PHARMACEUTICAL COM PANY 

29:150, 1960. 3. Taub, S. J.: Chymotrypsin therapy of ne 

bronchial asthma, Clin, Med. 7:2575, 1960. KANKAKEE, ILLINOIS Originators of Listica® 
CHYMAR—Chymar Aqueous and Chymar (in oil) contain crystallized chymotrypsin, a proteolytic wilt: temic anti-infl rti Each cc. 


of Chymar contains 5000 Armour Units of chymotrypsin, 0.18% methyl paraben, 0.02% propyl paraben, 2% aluminum monostearate, q.s. “sesame oil, Each cc. 
of Chymar Aqueous contains 5000 Armour Units of chymotrypsin, 0.9% sodium chloride, 0.2% calcium acetate, 0.01% thimerosal, q.s. Water for Injection. 
ACTION: Reduces inflammation of all types; reduces and prevents edema except that of cardiac or renal origin; hastens absorption of blood and lymph extrav- 
asates; helps to liquefy thick tenacious mucous secretions; restores local circulation; promotes healing; reduces pain. INDICATIONS: Chymar is indicated 
in respiratory conditions such as asthma, bronchitis, sinusitis and rhinitis; in accidental trauma to speed reduction of hematomas, bruises and contusions; in 
ti 


inflammatory dermatoses to ameliorate acute inflammation in conjunction with standard therapies; in gynecologic conditions th tically or in 
with antibiotics in pelvic inflammatory disease; in surgical procedures as biopsies, G. |. surgery, hernia repairs, hemorrhoidectomies, plastic surgery and throm- 


bophlebitis; in peptic ulcers and ulcerative colitis as an adjunct to diet, antispasmodics, antacids, etc.; in genitourinary disorders as didy orchitis and 
prostatitis; in eye conditions as acute conjunctivitis, traumatic edema, hematomas, and eye surgery; in dental and oral surgery as fractures of the mandible or 
maxilla, alveolectomies, denture fitting, and multiple extractions; and in obstetrics as in episiotomies, breast engorgement, and thrombophlebitis. PRECAU- 
TIONS: Chymar and Chymar Aqueous are for intramuscular injection only. Although sensitivity to chymotrypsin is uncommon, reactions to anti-inflammatory 
enzymes have been observed. The usual remedial agents (epinephrine, corticotropin (HP*ACTHAR Gel), Iline, etc.) should be readily 
available in case of untoward reactions. Precautions (scratch testing for Chymar (in oil), scratch or intradermal testing for Chymar Aqueous) should be exer- 
cised in those patients with known or suspected allergies or sensitivities. As with any foreign protein, patients may develop sensitivity from repeated injections. 
It is, therefore, recommended that the above precautions be considered pridr to administration. In further treatment of those patients in whom a previous injec- 
tion of chymotrypsin produced signs of possible sensitivity, such as localized edema and erythema at injection site, urticaria, conjunctivitis, etc., particular 
care must be exercised. INCOMPATIBILITIES: With usual agents, none known—e.g., tible with antibiotics and th DOSAGE: 0.5 cc. to 1.0 cc. 
deep intramuscularly once or twice daily, depending on severity of condition. Decrease frequency as course of condition is altered. In chronic or recurrent 
conditions, 0.5 cc. to 1.0 cc. once or twice weekly. SUPPLIED: Chymar in Oil 5 cc. vials and Chymar Aqueous 1 & 5 cc. vials; 5000 Armour Units of proteolytic 
activity per cc. 
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the 


irritable 
tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


ilpath 


®Miltown + anticholinergic 


sts j 
Wy WALLACE LABORATORIES Cranbury, N. J. 
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trichomonal | monilial | mixed 
vaginitis | vaginitis | infection 


only comprehensive therapy 
can reach all three vaginitis patients 


effective against all three vaginitis pathogens: Trichomonas vaginalis, Candida al- 
bicans, Hemophilus vaginalis — The current controversy concerning the frequency of 
various organisms causing vaginitis may be due to “a larger prevalence of mixed 
infection than is commonly assumed...To succeed, the topical preparation used 
should possess sufficient activity to eliminate trichomonads, fungi, and any associated 
pathogenic bacteria, such as H. vaginalis.” Ensey, J.E.: Am. J. Obst. & Gynec. 77:155, 1959. 


1. POWDER for weekly application in your office: FuRoxoNneE® (furazolidone) 0.1% 
and Micorur® (nifuroxime) 0.5%, in an acidic, water-dispersible base; 15 Gm. 
squeeze bottle with 5 disposable applicator tips. 

2.SUPPOSITORIES for continued home use—on your prescription only — FUROXONE 
0.25% and Micorur 0.375% in a water-miscible base; boxes of 12 or 24 


with applicator. 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK = 


| 


Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are recommended in rheumatoid arthritis: 


Initial Maintenance 
Moderately severe ...... 4to 8 mg. 


With Medrol Medules, it may be possible to reduce the total daily dose by %4. 


@TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1961 


DEC. 1961 
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Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
rheumatic, antileukemic, antihemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, asthma, hay fever and allergic dis- 
orders, dermatoses, blood dyscrasias, and ocular inflammatory disease involv- 
ing the posterior segment. 

Precautions and contraindications: Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such ibl 
steroid side effects as gastrointestinal intolerance, weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thrombophlebitis, hypertension, congestive heart failure, renal insuf- 
ficiency, or active tuberculosis necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, herpes simplex 


keratitis, vaccinia, or varicella. 


Medules 
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Approximately 135 
tiny “doses” 

mean smoother steroid 
therapy 


Each capsule contains: 
Medrol (methylprednisolone) 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness.! 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians.on request. DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
mG MERCK SHARP & DOHME 

Division of Merck & Co., INC., West Point, Pa. 
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derived during infancy and early childhood: 
PEDIATRIC VITAMINS 
PLUS SODIUM FLUORIDE 


provide 
proper 
nutritional 
support 
plus 


FUNDAMENTAL VITAMINS PLUS SODIUM FLUORIDE 


Funda-Vite (F) 


PEDIATRIC DROPS 
Each 0.6 ml. provides, 400 U.S.P. units vitamin D, 30 mg. vitami: 

0.5 mg. fluorine (as sodium fluoride). Available in 30 ml. and 50 ml. 
bottles with calibrated droppers. 


MULTIPLE VITAMINS PLUS SODIUM FLUORIDE 


Quanti-Vite (F) 


PEDIATRIC DROPS 

Each 0.6 ml. provides, 3,000 U.S.P. units vitamin A, 400 U.S.P. units 
vitamin D, 60 mg. vitamin C, 1 mg. vitamin B;, 1.2 mg. vitamin Bo, 

1 mg. vitamin Bz, 10 mg. niacinamide and 0.5 mg. fluorine (as sodium 
fluoride). Available in 50 ml. bottles with calibrated droppers. 
AVAILABLE ON PRESCRIPTION ONLY 

CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER. 


SAMPLES AND LITERATURE — Write Medical Department 
HOYT PHARMACEUTICAL CORP., NEWTON 58, MASSACHUSETTS 
PIONEERS IN PEDIATRIC VITAMIN-FLUORIDE SUPPLEMENTS 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


at 
SAN 


As the greatest dental benefits of Sodium Fluoride are 


Daily administrations 

of Funda-Vite(F) or 
Quanti-Vite(F) should be 
consistent and continuous 

if substantial dental benefits 
are to be anticipated. 
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aNEW 


physiologic agent... 


for many cases 


of FATIGUE 


Wide range of utility 

Studies in more than 2000 patients show that SPARTASE 
has a wide range of clinical utility in the fatigue syndrome. 
It may be used either alone in functional disorders or, 
adjunctively, in the presence of organic disease. SPARTASE 
is particularly useful in treating the tired patient with no 
evidence of organic dysfunction. 


High order of safety 

SPARTASE is not a CNS stimulant, enzymatic inhibitor, or 
antidepressant. Does not cause hangover, dependence, or 
a let-down feeling. 


There are no known contraindications to SPARTASE, nor 
does it produce serious side effects. Rarely, nausea, ab- 
dominal discomfort, or diarrhea may occur. Use after 
meals minimizes these. 

For further information on limitations, administration, and pre- 


scribing of SPARTASE see descriptive literature or current Direction 
Circular. 


Physiologic anti-fatigue agent 
TABLETS 


Spartas 


® 


Potassium and Magnesium Aspartates, Wyeth 
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When fatigue prevents your patient from functioning 
to his fullest potential ... and when not due to tem- 
porary physical or mental overexertion, SPARTASE 
is often therapeutically indicated 
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SERVICE 
TO 
EDICINE 


SPARTASE relieves fatigue 
expressed as: 


chronic fatigue**—without evidence of or- 
ganic dysfunction—restores work capacity in 
selected cases 


psychogenic fatigue*—helps overcome inertia 
—useful in conjunction with appropriate specific 
therapy 


fatigue accompanying organic conditions? 
—such as postinfluenzal syndrome, post-infec- 
tious hepatitis and mononucleosis, convalescent 
pneumonia—prenatal and postpartum fatigue— 
obesity—anemia 


note: The use of SPARTASE is not intended to 
supplant specific treatment for organic disease or 
to substitute for specific indications for potassium. 


Wyeth Laboratories Philadelphia 1, Pa. 


references: 1. Kruse, C.A.: Northwest Med. 60:597 (June) 1961. 
2. Chesney, M.A., and Tullis, I.F.: Scientific Exhibit, Annual 
Meeting, American Medical Assoc., New York City, June 25-30, 
1961. 3. Shaw, D.L., Jr.; Chesney, M.A.; Tullis, I.F., and 
Agersborg, H.P.K., Jr.: Paper read at Sixty-second Annual 
Meeting, American Therapeutic Society, New York City, June 
22-25, 1961. 
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CLINICAL RESULTS 


in lower G.1|. disorders 


number diagnosis number 
of patients improved | 


42 ULCERATIVE COLITIS 32 


40 SPASTIC COLITIS 39 


_ from reports on 309 cases 


47 PRIMARY SPASTIC COLON 35 


IRRITABLE COLON 


DIVERTICULITIS 


MISCELLANEOUS CONDITIONS 


C ANTI “Effective, Selective Therapy 
for PAIN, CRAMPS, DIARRHEA 


mepenzolate bromide 


“CANTIL relieves or reduces diarrhea, distention 
and pain in many patients with functional and 
organic colon disorders.” It provides “...unusually 
effective control of various obstinate diarrheas....’* 
The activity of CANTIL is “...confined principally 
to the lower gastro-intestinal tract....’’? “It is singu- 
larly free of the side-effects commonly encountered 
with anticholinergics.’’? 


DOSAGE AND CONTRAINDICATIONS: One or two 
tablets three times a day, preferably with meals, and one 


or two tablets at bedtime. CANTIL should be withheld in 
glaucoma. 


TWO FORMS: CANTIL (plain) —25 mg. scored tablets, 
bottles of 100 and 250. CANTIL with Phenobarbital — 25 
mg. CANTIL and 16 mg. phenobarbital (warning: may be 
habit forming), scored tablets, bottles of 100 and 250. 


- 


1. Kleckner, M. S., Jr.: J. Louisiana M. Soc. 108 :359, 1956. 


2. Riese, J. A.: Am. J. Gastroenterol. 28 :541, 1957. 


3. Kleckner, M. S., Jr.: Clin. Res. Proc. 5:19, 1957. ~"" LAKESIDE 
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Histopathology of the human brain stem 


in perinatal anoxia 


ALLAN R. FOX, D.O.,* and NORMAN W. 
ARENDS, D.O., Detroit, Michigan 


A recent survey of 974 neonatal deaths at a metro- 
politan general hospital revealed that 291 (29.5 per 
cent) of the deaths were due to anoxia. In the same 
period 272 (39.9 per cent) of 687 stillbirths were 
due to unknown causes; and 184 (26.8 per cent) 
of the stillbirths were due to diseases of the pla- 
centa, umbilical cord, and/or membranes.! The 
mechanism of death in most of these stillbirths was 
felt to be anoxia. However, with routine histologic 
study, a definite cause of death could not be de- 
termined. 

“The efficient oxygenation of the blood in the 
newborn depends ultimately upon the capacity of 
the medulla to initiate respiratory movements, and 
upon the capacity of the lungs to present a supply 
of oxygen to the blood that is circulating through 
them.”2 Anoxia is the cause of progressive medul- 
lary failure. In gross anoxia, the medulla may be 
incapable of response until the oxygen of the blood 
is raised by some artificial means. 

Ranck and Windle,* in assessing brain damage 
in monkeys under varying degrees of anoxia, noted 
cell body alterations, cellular destruction, cytolysis, 
hyperplasia of astrocyte nuclei, and myelin degen- 
eration. These lesions were most prominent in the 
inferior colliculi, nucleus cuneatus, and nucleus 
gracilis. 

Bom,‘ reporting on seven adults who had com- 
mitted suicide by hanging, noted brain neurons 
to be pale and swollen. Nuclei were faint and 
eccentric. Cell borders were faint. Nucleoli were 
enlarged and indistinct. 


Dr. Fox is a resident in pathology and Dr. Arends is Director of 
Laboratories at Detroit Osteopathic Hospital. 


*Address, Detroit Osteopathic Hospital, 12523 Third Ave. 


JOURNAL A.O.A., -VOL. 61, DEC. 1961 © 


Christensen® studied the effects of experimental- 
ly-induced anoxia of the guinea .pig brain and rab- 
bit spinal cord. In the brain chromophobia of the 
neurons was found initially. After 3 hours these 
cells underwent swelling and shrinkage. After 5 
hours they took the stain poorly. After 2 days 
chromatolysis developed. In the anterior horn cells 
of the spinal cord there was noted swelling of 
Nissl’s granules, chromophobia, vacuolization, and 
eccentric and indistinct nuclei. In later stages neu- 
rons became shrunken with pyknotic nuclei, and 
ultimately colorless cell shadows. 

Morrison,® in evaluating the effect of anoxia on 
outer cortical ganglion cells by Nissl’s stain, noted 
eccentric nuclei and pale, swollen, vacuolated, and 
hyperchromatic cells. A degree of chromatolysis 
was also noted. 

It has been accepted practice to consider the 
nerve cells of the respiratory center to be located 
at different levels in the reticular formation, pri- 
marily in the lower one third of the medulla ob- 
longata. The inspiratory center ‘is felt to overlie 
the olivary nuclei beneath the caudal one third 
of the floor of the fourth ventricle. The expiratory 
center was felt to lie immediately dorsal to it.” 
Recent studies reported by Ruch and Fulton® indi- 
cate that the anatomic areas listed in Table I are 
active in the control of respiration. 

In an attempt to demonstrate anoxic changes 
within the respiratory centers, subserial sections of 
the medu!la and pons were prepared. Seven cases 
were studied. Three of these were stillbirths; the 
others were neonatal deaths. 


Methods 


Following postmortem examination, the brain and 
cervical spinal cord were removed in each of the 
cases studied. The entire midbrain, brain stem, and 
cervical cord were fixed in 10 per cent formalin in 
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TABLE I—BRAIN STEM AREAS ACTIVE IN THE 
CONTROL OF RESPIRATION 


Nucleus locus caeruleus 

Griseum centrale mesencephali 
Nucleus cuneiformis 

Nucleus supratrochlearis 

Nucleus tegmenti pedunculopontinus 
Nucleus pontis centralis oralis 
Nucleus parabrachialis lateralis 
Central griseum pontis 

Nucleus papillioformis 

Tractus tegmenti centralis 

Nucleus subcaeruleus 

Nucleus pontis centralis caudalis 
Nucleus suprageniculatus 

Nuclei of the olive 

Nucleus gigantocellularis 

Nucleus parvicellularis 

Nucleus tractus spinalis trigemini oralis 
Trapezoid nucleus 

Nucleus praepositus hypoglossi 
Nucleus interpositus 

Nucleus of the tractus solitarius 
Nucleus raphae obscurus 

Nucleus cuneatus 

Nucleus intercalatus 

Nucleus ambiguus 

Nucleus tractus spinalis trigemini caudalis 
Nuclei of medulla oblongata 


0.9 per cent saline for 1 week. Serial blocks were 
then cut in the coronal plane modified after. the 
method of Olszewski and Baxter.? They were em- 
bedded in paraffin and cut in the usual manner. 
Sections were cut serially at 6 micra. At least two 
of every ten sections were stained. Initially, alter- 
nate sections were stained with gallocyanin, cresyl 
“cht violet, thionine, and hematoxylin and eosin. 
Preliminary evaluation of the initial cases studied 
indicated that distortion by artifacts was minimal 
and that the cresyl Echt violet stain could be elim- 
inated. Accordingly, alternate sections of the latter 
four cases were stained with gallocyanin and thio- 
nine, after the methods outlined in the Armed 
Forces Institute of Pathology Manual of Histologic 
and Special Staining Technics.!° Additional slides 
were stained with hematoxylin and eosin in the 
usual manner. 

The terminology of Olszewski and Baxter? was 
used in identifying nuclei and other localized areas 
of the cervical spinal cord, medulla oblongata, and 
pons. Areas which appeared unremarkable were 
not recorded. All areas which showed changes in 
neurons, glial tissue, or general architecture were 
noted. The degree or lack of hyperemia was also 
noted. 


Results 


Table II lists the anatomic areas which were found 
to have significant changes suggestive of anoxia, 
and the number of sections in which the changes 
were seen. The plus sign indicates positive correla- 


tion with the physiologically active areas listed in’ 


Table I. 

Table III is a listing by case of changes found 
at various levels of the cervical cord, medulla, and 
pons. Levels are numbered after the manner of 


268 


TABLE II—AREAS SHOWING CHANGES SUGGESTIVE 
OF ANOXIA 


Number 
of sections 
in which Physio- 
significant logically 
changes active 


Anatomic area were seen areas 


Nucleus gracilis 

Nucleus cuneatus 

Nucleus arcuatus 

Nucleus ambiguus 

Nuclei of olive 

Central nucleus of medulla 

Nucleus tractus spinalis 
trigemini caudalis 

Nucleus intercalatus 

Nucleus tractus sclitarius 

Nucleus insulae 

Nucleus conterminalis 

Nucleus roller 

Nucleus praepositus hypoglossi 

Nucleus gigantocellularis 

Nucleus interpositus 

Nucleus supravestibularis 

Nucleus pontis centralis caudalis 

Griseum pontis 

Nucleus parvicellularis 

Nucleus ovalis 

Nucleus suprageniculatus 

Nucleus subcaeruleus 

Nucleus papillioformis 

Nucleus locus caeruleus 

Nucleus subcuneiformis 

Nucleus tegmenti pedunculopontinus 


+ 


Fig. |. Schematic representation of the ventral surface of the 
brain stem to indicate areas at which cross sections were 
made, after the method of Olszewski and Baxter.® 
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Fig. 2. Schematic representation of cross section 2051, to dem- 
onstrate approximate location of nuclei, some of which are 
active in respiration. For ease of understanding, larger anatomic 
areas only are shown. The key to abbreviations is as follows: 


Nucleus nervi hypoglossi 

Nucleus intercalatus 

Nucleus tractus solitarii 

Nucleus gracilis 

Nucleus cuneatus 

Nucleus medullae oblongatae centralis 
Insulae nuclei cuneati lateralis 

Nucleus tractus spinalis trigemini 
Nucleus ambiguus 
"Nucleus olivaris inferior accessorius dorsalis 
Nucleus olivaris inferior principalis 
Nucleus arcuatus 


Olszewski and Baxter,? as shown in Figure 1. 

Table IV lists for each case the cause of death as 
determined by autopsy examination, the duration 
of extrauterine life, the areas of anatomic involve- 
ment, the degree of change noted, and the degree 
of congestion. 

The accompanying microphotographs illustrate 
some of the morphologic changes noted in the brain 
stems examined. The sections in Figures 4A and 
4B were stained with gallocyanin, in 4C with hema- 
toxylin and eosin, and in 4D with thionine. Note 
the relative clarity of the glial cells and indistinct 


Fig. 4B 
Fig. 4. Photomicrographs of some morphologic changes noted in the brain stems examined. See text for further explanation. 
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Fig. 3. Schematic representation of cross section 1801, to dem- 
onstrate approximate location of nuclei and for ease of under- 
standing. Not all anatomic locations are shown. The key to 
abbreviations is as follows: 


RA. Nucleus raphae obscurus 

ST.GL. Stratum gliosum subependymale 
PRP. Nucleus praepositus hypoglossi 
VIII.M. Nucleus vestibularis medialis 
CUN. Nucleus cuneatus 

SOL. Nucleus tractus solitarii 

PC. Nucleus parvocellularis 

SP.V.O. Nucleus tractus spinalis trigemini ovalis 
AM. Nucleus ambiguus 

Gc. Nucleus gigantocellularis 

OL.I.PR. Nucleus olivaris inferior principalis 
ARC. Nucleus arcuatus 


outlines of neurons. All of the four neurons in 4A 
show loss of Nissl’s granules; one shows vacuoliza- 
tion; two. show indistinct, eccentric nuclei; in only 
one is a nucleolus seen; and all show indistinct cell 
margins. Figure 4B shows an indistinct, eccentric 


nucleus; pale, indistinct nucleolus; fuzzy cell mar- 


gins; cytoplasmic pallor; and loss of Nissl’s granules. 
Figure 4C illustrates intense cytoplasmic and nu- 
clear basophilia and intense hyperemia. Note the 
dilated capillaries filled with blood cells at the 
upper left and upper center. Figure 4D shows a 
nearly normal neuron in the lower left, a “ghost” 
in the upper left, and a severely degenerated neu- 
ron in the center. 


Fig. 4D 
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TABLE III—CHANGES FOUND IN VARIOUS AREAS 


Explanation of abbreviations 


BC = Basophilic cytoplasm G = Rare ghost cells LO = Loss of nucleoli 
BN = Basophilic nuclei IN = Indistinct nuclei P = Cell pallor 

EN = Eccentric nuclei IC = Indistinct cell margins IO = Indistinct nucleoli 
G = Ghost cells abundant LI = Loss of nuclei V_ = Vacuolization 


LN = Loss of Nissl’s granules 


AREAS 2501 AND 2701 


Case 1 Changes most marked in nucleus gracilis, cuneatus, arcuatus, ambiguus, nuclei of olive and of medulla oblongata 
centralis. BC, BN, LI, LO, LN, IN, IC, G—throughout all sections 


Cases 2, 3, 4, and 7 were not cut 
Case 5 Sections of such poor quality as to negate results 
Case 6 Most marked changes in central nucleus of medulla oblongata. Scattered EN, BC, BN 


AREA 2301 


Nuc. gracilis Nuc. cuneatus Inf. oliv. nuc. Nuc. ambiguus Nuc. arcuatus Nuc. tract. spin. trigem. caud. 


Case 1 G, IN LO BC, IN, LN, BC, IN, LN BN, EN 
LN, LO G, IN, LN LO,G LO, G 
Case 2 Few, if any, changes noted 
Case 3 Not cut 
Case 4 Not cut 
Case 5 Scattered EN and BN, but felt to be essentially unremarkable 
Case 6 BC, BN BC, LI, LN, LO BC, EN, LO 
B, EN, LO of central nucleus of medulla, and of nucleus intercalatus 
Case 7 IO, IC G, LN, P IC, LO, LN EN, LN, P BN EN, IN, IO, G 
G, EN, LN, of Nucleus of the tractus solitarius 
AREA 2051 
Nuc. tract. Nuc. Nuc. Inf. oliv Nuc. Nuc. Nuc. Central nuc. Nuc. 
sol. grac. insulae nuc. cuneatus _ intercal. arcuatus of medulla ambiguus 
Case 1 BC, EN, LN BC, G EN, IN BC, BN, IN 
LO, G LN, LO 
Case 2 BN,LN- EN,IN BN, LN 
LO 
Case 3 IC, LN, IC, LN, LO LO IN IN, LN, 
LO LO 
Case 4 IN, LN, LO BN, IC IN, LN 
Case 5 LN, LO G, IN 
BN and EN in nucleus tractus spinalis trigemini caudalis 
Case 6 BN, EN, LN BN, BC, LN 
LO 
Case 7 BN, EN, LN LO IN, LN GN, LN, G EN, LN sy LN, 
G 
G, IC, P in nucleus conterminalis 
a AREA 1901 
Nuc. tract. Nuc. Nuc. Central nuc. Nuc. tract. 
sol. cuneatus ambiguus Oliv. nuc. Nuc. intercal. of medulla spin. trigem. 
Case 1 EN, LN, LO, LN, LO, EN, IN, BN, LO EN, BN, LN, _IN, LI,G 
BN, G BN, G LN, LO LO, G 
Case 2 BN, EN, LN, BN,IN IN, LN, LO 
LO 
Case 3 Not cut 
Case 4 BN, BC, G BN, G IC, LO, Vv 
Case 5 Not cut 
Case 6 BN, EN, IO BN, IO BN, EN, IO IN, IO 
Case 7 EN,IC,LN, IC,LN,LO EN, G, P, : EN, IC LN, LO, P EN, IC, 10 
LO IC, LN 


Perinuclear halo, V, and LO of nucleus roller 
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TABLE III—CHANGES FOUND IN VARIOUS AREAS—Cont. 


AREA 1801 
Nuc. tract. Nuc. Nuc. Nuc. Nuc. Nuc. praepos. Nuc. Nuc. 
sol. cuneatus ambiguus giganto oliv. hypoglossi §arcuatus interpos. 
Case 1 BN, EN,IC, BN, IC, EN, IC, BN, IN BN BN, EN, IC, 
G,LN,LO G,LN,LO LN,LO LN, LO 
Case 2 EN 
Case 3 Not cut 
Case 4 Not cut 
Case 5 BN, IN IN, LO BN, BC BN, LN 
Case 6 BN, EN, G, BN, IN, BN, EN, IN, BN, EN 
LO, P LO LO 
Case 7 EN IC, LN LO, G EN, IC, LN, 
LO 
AREA 1701 
Central 
Nuc. supra- Nuc. tract. Nuc. Nuc. nuc. of Nuc. praepos. Nuc. 
vestibularis sol. giganto. Nuc. oliv. interpos. medulla hypoglossia cuneatus 
Case 1 Not cut 
Case 2 IN,I0,LN_ G,IN,1IO IN LN LN 
BN, IC BN IN, LO, LN 
Case 3 G, LN G 
Case 4 Not cut 
Case 5 BN, IN, BN, LN 
LN, G 
Case 6 BN, EN,LO EN, BN, P, BN, IC, EN, LI, LO 
LO, G IN 
Case 7 BN,IC,10, G,10 BN, 10, LI, LO,LN EN, IN, 
LN LN, G, LO IC,G 
IN, IO, G of nucleus raphae obscurus 
AREA 1501 
Cases 1, 2, 3, 4, 5, and 6 not cut 
Case 7 Central caudal nucleus of pons EN, G, IN, LN, LO 
Nucleus gigantocellularis IN, LN, LO 
Griseum pontis G, IN, LN, LO 
Nucleus praepositus hypoglossi BN, IN, LO ee 
Nucleus parvicellularis G, LO, LN oe 
Nucleus ovalis EN, G, 10, LN 
AREA 1401 
Central caudal Nuc. Griseum 
Nuc. parvicell. Nuc. of pons giganto. pontis Nuc. suprageniculatus 
Casel EN,IN, 10, LN,G BN G, IC EN 
Case2 BN,IN,1IO,LN 
Case3 Notcut 
Case4 Notcut 
Case5 IN,LN,LO 
Case6 Not cut 
Case7 EN, IN, LN, LN, NB, G BN, EN, IN, LN, LO EN, G,IC,LN,LO EN G, BN, EN 
AREA 1301 
Central caudal nuc. of pons Griseum pontis Nuc. subcaeruleus Nucleus papillioformis 
Case 2 BN, EN, LN EN, LO 
Case 4 BN, G, IC, IN, LN, LO EN, IC, LN 


Cases 1, 3, 5, 6, and 7 not cut 


AREA 1101 


Case 1 
Case 7 


Diffusely scattered EN, LO, LN, BN, throughout entire pons, somewhat more noticeable in the griseum pontis 
Diftusely scattered BN, EN, G, IN, LN, LO, most prominent in the griseum pontis and nucleus papillioformis 


Cases 2, 3, 4, 5, and 6 not cut 
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TABLE III—CHANGES FOUND IN VARIOUS AREAS—Cont. 


AREA 651 
Case 1 __ Diffusely scattered, prominent BN, EN, IC, IN, LO 
Case 2 BN, IN largely localized to the nucleus locus caeruleus and griseum pontis 


Cases 3, 4, 5, 6, and 7 not cut 


AREA 801 


Case 3. Diffusely scattered BN, IN, LN, G, and P, most notable in the nucleus locus caeruleus 
Cases 1, 2, 4, 5, 6, and 7 not cut 


AREA 401 


Case 4 BN, EN of nucleus of subcuneiformis, and BN, EN, IC, IN of nucleus tegmenti pedunculopontinus 
Cases 1, 2, 3, 5, 6, and 7 not cut 


TABLE IV—IMPORTANT CHANGES IN EACH CASE 


Case Weight Length 


Degree of 


no. (grams) (cm.) Life Hyperemia anoxic changes Autopsy diagnosis Areas involved 
1 2,230 46 Stillborn Intense Most pronounced _ Intrauterine asphyxia N. gracilis, cuneatus, arcuatus, 
of unknown etiology ambiguus, intercalatus, insulae, 
praepositus hypoglossi, gigan- 
tocellularis, parvicellularis, 
ovalis, suprageniculatus, sub- 
caeruleus, papillioformis, locus 
caeruleus, olive, tractus soli- 
tarius, central of pons, and 
: medulla, griseum pontis 
2 3,220 49 Stillborn Negative Less diffuse Intrauterine asphyxia N.cuneatus, intercalatus, 
Less well-defined due to abruptio praepositus hypoglossi, gigan- 
placentae tocellularis, subcaeruleus, locus 
caeruleus, tractus solitarius, 
griseum pontis 
3 530 =.28 3 hours Intense Diffuse, well- Immaturity with N. of olive and medulla, tractus 
pronounced probable intrauterine solitarius, insulae, intercalatus, 
anoxia praepositus hypoglossi, ovalis, 
parvicellularis, subcaeruleus, 
locus caeruleus 
4 1,400 39 5 hours Moderate _ Diffuse, well- Atelectasis with N.cuneatus, tractus solitarius, 
defined prematurity; other insulae, suprageniculatus, sub- 
significant factor caeruleus, tegmenti peduncu- 
of placentitis lopontinus, subcuneiformis, 
olive, medulla 
5 1,890 43.5 — Stillborn Minimal Not diffuse, mini- Intrauterine asphyxia N.arcuatus, tractus spinalis 
mal to moderate due to abruptio trigeminis caudalis, praeposi- 
in quality placentae tus hypoglossi, gigantocellu- 
laris, interpositus, parvicel- 
lularis, olive 
6 950 37 2 days Moderate Diffuse, moderate Atelectasis due to N.cuneatus, arcuatus, tractus 
in quality immaturity spinalis trigemini caudalis, 
intercalatus, tractus solitarius, 
praepositus hypoglossi, supra- 
vestibularis, olive, central 
N. of medulla 
7 2,990 46 15 hours Intense Most pronounced — Multiple congenital N.gracilis, cuneatus, arcuatus, 
cardiovascular ambiguus, olive, medulla, trac- 
anomalies tus spinalis trigemini caudalis, 


An anoxic factor was present in the circumstances 
of death in each case studied. Changes suggestive 
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intercalatus, tractus solitarius, 
insulae, conterminalis, roller, 
praepositus hypoglossi, gigan- 
tocellularis, supraventibularis, 
central caudal, N. of pons, 
griseum pontis, ovalis, par- 
vicellularis, suprageniculatus, 
subcaeruleus, papillioformis 


of anoxia were found in the brain stem of each, 


but varied considerably in degree and distribution. 


The most profound changes were found in Cases 
1, 6, and 7. Moderate changes were found in Cases 
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= 


3 and 4. The least change was noted in Cases 2 
and 5. 

In the latter two cases anoxia was due to terminal 
abruptio placentae. In Case 2 fetal heart tones 
were present and of good quality, almost to the 
time of delivery by cesarean section. It may be 
assumed that anoxia was sudden and severe. The 
short interval between its development and death 
may well have been insufficient for morphologic 
change to have become apparent. In Case 5 fetal 
heart tones disappeared within 30 minutes of the 
onset of vaginal bleeding. Delivery of a stillborn 
by cesarean section was accomplished 2 hours later. 
Certainly the interval was less than 3 hours, and 
probably no more than 30 minutes. 

In Case 1 fetal heart tones were not heard for 
at least 2 hours prior to birth. The amniotic fluid 
was meconium-stained. The umbilical cord was 
wrapped once around the neck, but not tightly. 
Examination of the lung sections revealed diffuse 
atelectasis, congestion, and presence of blood, 
squames, macrophages, and meconium in the bron- 
chi, bronchioles, and alveoli. It is felt that low- 
grade anoxia had existed in utero for a considerable 
period prior to death. 

In Case 6 the immature infant lived 2 days. The 
lung sections revealed immaturity of such degree 
as to seem incapable of supporting protracted gas- 
eous exchange. It is felt that a moderate degree of 
anoxia was present throughout the entire neonatal 
life span. 

The newborn in Case 7 was depressed at birth, 
but responded well to aspiration and oxygen. She 
appeared to do well for several hours, then became 
listless and cyanotic. Several bouts of cyanosis re- 
curred before death 5 hours later. At autopsy mul- 
tiple congenital cardiovascular anomalies and pul- 
monary atelectasis were found. 

In Case 3 the immature infant lived 3 hours 
in very poor condition. Respirations during this 
period were barely visible. The mother had had 
intermittent vaginal spotting and several episodes 
of moderate flow in the month prior to delivery. 

In Case 4 the premature infant lived 5 hours 
after having been markedly depressed at birth. 
Examination of the lung revealed diffuse atelectasis 
and intensive congestion. Examination of the pla- 
centa revealed inflammation of the chorionic plate 
and decidua basalis. 

Unknown factors may have produced the histo- 
logic picture noted on the cases presented. Since 
they were noted at different levels on several types 
of stain, prepared at different times, it is-felt that 
the changes seen do not represent artifacts. Be- 
cause they were seen in immature, premature, and 
full-term infants, stillborn or dying in the neonatal 
period, it is felt that they do not represent normal 
variations in the development of neurons. Other 
investigators have established the anoxic etiology 
of similar lesions in other areas of the central 
nervous system. An anoxic mechanism was felt to 
be present in each of the cases studied. It is there- 
fore entirely possible that the changes detailed in 
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Table III were entirely due to anoxia. The varia- 
tion in degree and distribution of cellular and histo- 
logic changes may well have been related directly 
to the time interval during which anoxia was 
present. 

Clark and Anderson!! were unable to demon- 
strate vascular lesions or significant cell changes 
in the brains of four fetuses dying of anoxia due to 
uncomplicated cord prolapse. They did, however, 
demonstrate ischemic and homogenizing changes 
in neurons and reactive changes in glia in other 
fetuses and newborns with prenatal or postnatal hy- 
poxia and/or circulatory failure. They postulated 
that the rapidity of death forestalled the develop- 
ment of morphologic changes in the cases of cord 
prolapse. 


Conclusions 


It is felt that histologic proof of anoxia of the brain 
stem has been offered. Furthermore, it is felt that 
anoxic changes have been demonstrated within the 
areas proved by research in respiratory physiology 
to constitute the respiratory centers. It is also felt 
that the extent of these changes is directly related 
to the length of time, either in the living fetus or 
neonate, in which profound yet sublethal anoxia is 
operative. 

It is postulated that subtle histochemical and 
enzymatic changes have occurred within the neu- 
rons of the respiratory centers, rendering them 
incapable of responding to stimuli. The end result 
of these changes can be demonstrated with suitable 
stains. 

The sample used in this study is too small to 
permit adequate statistical analysis. It is our hope 
to expand this series to encompass 100 cases in 
the near future, and either prove or disprove con- 
clusively that medullary depression—that is, de- 
pression of the respiratory centers—is the mecha- 
nism of death in perinatal anoxia. It is felt that 
our results to date are sufficiently consistent to 
justify that hope. 


» Summary 


Many perinatal deaths which are ascribed to anoxia 
cannot be proved by routine histopathologic studies. 
Such deaths, usually classified as asphyxia neona- 
torum, intrauterine asphyxia, atelectasis, or even as 
having unknown causes, are felt to be due to 
medullary depression. Although the respiratory 
centers have been localized in the pons and medul- 
la, to the best of our knowledge no one has yet 
studied the morphology of the brain stem in peri- 
natal anoxia. Seven cases of perinatal anoxia have 
been studied in detail, the brain stems subserially 
sectioned and examined microscopically utilizing 
special and routine stains. The tabulated results 
appear to establish anoxic changes in the respira- 
tory centers, which correlate with the severity and 
duration of either intrauterine or postnatal anoxia. 
A larger series is planned, to determine with cer- 
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tainty whether or not anoxia of the respiratory 
center is the ultimate cause of death in perinatal 
anoxia. 


Thanks are expressed to Vera Zaucha, Lidia Gladi- 
shev, Freda Wirt, Mary Maykowsky, and Nora 
Griem for technical assistance. 


1. Arends, N. W., and Fox, A. R.: Unpublished data. 
2. Gibberd, G. F.: Mechanism, prevention and treatment of 
asphyxia in newborn infant, in Anoxia of newborn infant; symposium, 
edited by J. F. Delafresnaye. Charles C Thomas, Springfield, IIl., 
1953, p. 26. 
3. Ranck, J. B., Jr., and Windle, W. F.: Brain damage in monkey 


F. MUNRO PURSE, D.O., M.Sc. (Ped.),* Narbeth, 
Pennsylvania 


It has previously been reported!-5 that sulfonamides, 
penicillin of various types, and chlortetracycline 
given prophylactically have successfully controlled 
the bacterial complications of measles. The most 
extensive experience with antibiotic prophylaxis 
comes from cases in which the practicing physician 
orders antibiotics for fever and continues the drugs 
when signs of measles become manifest. However, 
there have been some controlled studies as well. 

Reports from the Willard Parker Hospital4-® were 
concerned with controlled groups of infants and 
children of comparable ages and socioeconomic 
backgrounds for each antibiotic tried. The favor- 
able results were shown to be of a high order of 
reliability. 

Weinstein’ studied the question of prophylactic 
use of antibiotics in measles, particularly in children 
treated at home. As a result of his experience, he 
warned against the use of antibiotics in uncompli- 
cated measles. Three points were stressed: first, 


that prophylaxis with various antibiotics did not. 


prevent the appearance of bronchopneumonia or 


Presented at the annual Child Health Conference, April 17, 1961, 
Kansas City, Missouri. Dr. Purse is Associate Professor of Pediatrics 
at the Philadelphia College of Osteopathy. 
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otitis media; second, that during rubeola the bac- 
teria involved in secondary infections which oc- 
curred despite chemoprophylaxis differed from 
those recovered from untreated patients; and third, 
that “superinfections” followed the treatment of 
secondary infections that developed during measles. 

The differing results obtained by previous in- 
vestigators with use of antibiotics for the preven- 
tion of bacterial complications make it clear that 
the question of prophylaxis is by no means resolved. 
An investigation into the value of osteopathic ma- 
nipulative therapy therefore seemed indicated, to 
provide, if possible, more than empirical justifica- 
tion for this means of preventing the bacterial 
complications of measles. 


Patients and methods 


The 204 children (122 families) in this study were 
patients in a private practice in a suburban area, 
in a community of detached homes where the resi- 
dents are in the middle to upper socioeconomic 
group. All were treated at home. The patients 
were observed during all four seasons, over a 12- 
year period from 1948 to 1959. The distribution 
of cases by month is shown in Table I. 


TABLE I—NUMBER OF CASES IN EACH MONTH 


Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec. 
19 19 23 18 12 10 20 17 14 11 13 #18 


All were white children, and the group was 
divided equally between boys and girls. The age 
range was from 1 to 12 years. This age bracket 
covers in both directions the period of greatest 
frequency of measles and also that of the highest 
incidence of bacterial complications. 

No patients included in this study had a past 
history of tuberculosis, chronic bronchitis, cystic 
fibrosis, rheumatic fever, or other serious cardio- 
respiratory illnesses either before or after this study. 

Antibiotics were used only in those children 
demonstrating a complication which did not re- 
spond to manipulative therapy. 

All patients were seen at the onset of the prod- 
romal symptoms of measles, before the appearance 
of buccal or dermal manifestations. No child re- 
ceived any antibiotic therapy during the course of 
the study period. 

Osteopathic manipulative therapy consisted of 
relaxation of the dorsal and cervical musculature 
with normal motion obtained throughout the facets 
in these areas. “Lymphatic pump” was given for 
a period of 3 to 5 minutes, depending on its pro- 
ductivity. The two initial manipulative treatments 
were given within the first 24 hours, and the third 
and fourth treatments were given at 48-hour inter- 
vals. Any subsequent manipulative treatments were 
given only if complications appeared likely. All 
treatments were given by one physician, and all 
patients were treated in the same manner. 

An additional record kept during the study, but 
not included in the study, was the routine adminis- 
tration of gamma globulin in prescribed amounts 
of 0.02 cc. per pound of body weight from 4 to 9 
days following a definite indoor exposure to an 
active case of measles. This material was given at 
each and every subsequent exposure of that child 
unless he developed a known case of measles. No 
osteopathic manipulative therapy was given in these 
cases, and these patients were not included in the 
totals listed here. The number of patients receiving 
gamma globulin in each year is listed in Table II 
as an incidental finding. 


Results 


Complications developed in 31 of the 204 children 
with rubeola who were treated prophylactically 
with osteopathic manipulative therapy; this is a 
total of 15 per cent. Of these, only 7 (3 per cent) 
could be considered of a serious nature. 

In view of the associated prodromal symptoms 
present in all cases of measles, an acute otitis media 
was defined as an acutely inflamed tympanic mem- 
brane with distortion of landmarks, and an acute 
bronchitis was diagnosed when rales could be elic- 
ited and fever continued beyond the full-blown 
stage of measles. Pneumonia, arthritis, and menin- 
gismus were identified by their accepted signs and 
symptoms. 

Table II lists the number of complications which 
occurred in each year of the study, and Table III 
gives details about each case in which a complica- 
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tion occurred. During all the years, totals of each 
type of complication were as follows: acute bron- 
chitis, 12 cases; acute otitis media, 10 cases; acute 
bronchopneumonia, 2 cases; acute toxic meningis- 
mus, 2 cases; acute bronchitis with toxic arthritis, 
2 cases; hemorrhagic nephritis, 1 case; acute mes- 
enteric adenitis, 1 case; and spasmodic croup, 1 
case. 


TABLE II—COMPLICATIONS OCCURRING 
EACH YEAR OF STUDY 


Year Cases Families Compli- Ages Gamma globulin 
cations (years) (incidental ) 
1948 Il 6 1 2-6 4 
1949 il 1 2-6 4 
1950 8 5 2 5-9 4 
1951 % 5 0 1-9 3 
1952 «33 18 6 1-9 16 
1953 5 5 1 1-2 1 
1954 20 13 4 2-9 4 
1955 10 6 1 1-8 4 
1956 30 19 4 1-9 26 
1957 6 5 1 1-8 3 
1958 34 18 5 1-11 16 
1959 29 15 5 1-12 10 
Totals 204 122 31 1-12 79 


TABLE III—DETAILS OF COMPLICATED CASES 


Year Complications O.M.T. Antibiotic Age 
(years) 

1948 Acute otitis media 3xs None 2 

1949 Acute cervical 3xs None 2 
adenitis 

1950 Acute bronchitis 4xs None 8 
Acute broncho- 5xs_ Penicillin-3days 5 
pneumonia 

1951 None 

1952 Acute bronchitis 7xs Merazine-3days 5 
with hemorrhagic Terramycin-3 days 
nephritis 
Acute bronchitis 9xs_ Penicillin-8days 6 
with acute otitis 
media 


Acute otitis media 6xs Merazine-4days 7 
Acute otitis media 7xs Merazine-4days 7 


Acute bronchitis 3xs Aureomycin-3 days 8 

Acute bronchitis 4xs None 5 

1953 Acute otitis media 3xs_ Penicillin-3days 10 
months 

1954 Acute bronchitis 3xs Merazine-3days 7 


Acute toxic 3xs Merazine-3days 3 
meningismus 

Acute otitis media 2xs_ Penicillin-3days 3 
Loud systolic apical 2xs Merazine-4days 3 
murmur lasting 2 

weeks (functional) 


1955 Acute otitis media 4xs None 3 
1956 Acute bronchitis 4xs Penicillin-Sdays 6 
with acute otitis 
media 
Acute mesenteric 3xs None 3 
adenitis 
Acute bronchitis 5xs Penicillin-Sdays 6 
with acute con- 
junctivitis; I week 
postoperative T & A 
Acute sinusitis 3xs None 9 


= 
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TABLE II—DETAILS OF COMPLICATED CASES—Cont. 


O.M.T. Antibiotic Age 
(years ) 


Year Complications 


1957 Acute otitis media Penicillin-3 days 1 
1958 Acute bronchitis None 6 
Acute asthmatic Penicillin-3 days 6 
pneumonitis Terramycin-4 days 
Acute conjunctivitis Penicillin-3 days 10 
Terramycin-4 days 
Penicillin-3 days 2 
Penicillin-3 days 6 
Terramycin-4 days 


Acute otitis media 
Acute toxic arthritis; 
1 week postopera- 
tive T& A 

1959 Acute bronchitis 
with acute 
spasmodic croup 
Acute bronchitis 
with acute toxic 
meningismus 
Acute hemorrhagic 5xs None 8 
measles 
Acute bronchitis 
Acute otitis media 


Penicillin-3 days 6 
Achromycin-5 days 


Penicillin-3 days 12 


Terramycin-3 days 4 
Penicillin-3 days 7 


Discussion 


One interesting finding was that when dorsal cor- 
rections were difficult to obtain, the child invariably 
developed bronchitis. In the presence of pneu- 
monia, no active corrections could be accomplished. 
When the atlas lesion was difficult to correct, the 
child developed acute otitis media. 

Antibiotic therapy was used only when a com- 
plication did not respond to manipulative therapy. 
The rationale for this was that antibody response 
was considered inadequate to meet the demands of 
the individual’s infection. Although no cultures 
were obtained, all complications responded to the 
antibiotic selected, except for 3 cases in which a 
change of medication was required. It is of passing 
interest to note (Table IIL) the change in antibiotic 
therapy in the span of the study, as new drugs be- 
came available. 

The over-all complication rate is relatively high, 
although 22 of the complications were mild and 
responded favorably to the prescribed therapeutic 
management. Two of the more serious complica- 
tions occurred within a week after operations for 
removal of tonsils and adenoids; these operations 
had been performed with the patients under ether 
anesthesia, and during the incubation period of 
measles. This, of course, illustrates the necessity 
for a thorough investigation of possible exposure 
to any of the contagious diseases before subjecting 
the child to surgical insult in an elective procedure. 
If these two cases are eliminated, this leaves 7 
cases (3 per cent) of the children under osteopathic 


manipulative therapy developing serious bacterial- 


complications of measles. 
It is generally agreed that the greatest number 
of cases of measles occur from 4 to 10 years of 


age; this was verified in the present study. How- 
ever, the usual finding of the greatest number of 
complications in patients below age 3 was not 
established in our study. 

As an incidental finding, this study once again 
demonstrated the efficacy of gamma globulin as a 
prophylactic measure following a definite exposure 
to a known case of measles. No child given this 
material developed other than a mild form of 
measles, and no child given gamma globulin devel- 
oped a complication in spite of the fact that he did 
not receive any osteopathic manipulative therapy. 
The only disadvantage in the use of this material 
is the short length of produced immunity. Some 
patients received gamma globulin five different 
times following five different exposures. Although 
gamma globulin in some instances becomes costly, 
nonetheless, it is extremely important to evaluate 
the possible consequences of its omission with re- 
gard to bacterial complications. 


Summary 


Osteopathic manipulative therapy was given as the 
sole means of prophylaxis in the prevention of bac- 
terial complications in 204 cases of measles in chil- 
dren treated at home. Of the 31 cases (15 per cent) 
in which complications developed, only 7 cases (3 
per cent) could be considered of a serious nature. 
In 2 of the 31 cases, complications followed less 
than a week after tonsillectomy and adenoidectomy, 
and probably represented the after-effects upon the 
lungs of ether anesthesia. 

Acute bronchitis developed in all children in 
whom the correction of dorsal lesions was difficult; 
in the 2 cases of pneumonia no dorsal corrections 
could be obtained. Acute otitis media likewise de- 
veloped in all children in whom the atlas lesion 
was difficult to correct. 

All of the complications responded to the anti- 
biotic used in the general public in the community 
at the time. As an incidental finding, no patient 
receiving gamma globulin prophylactically devel- 
oped more than a mild disease, and none developed 
any complication. 

Osteopathic manipulative therapy is considered 
to be of distinct value in the prevention of bacterial 
complications of measles. 
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HERBERT P. CLAUSING, D.O.,* and RUSSELL 
B. SADLER, D.O., Seattle, Washington 


This report is on a case of advanced saccular bron- 
chiectasis, treated by pulmonary resection at Stand- 
ring Memorial Osteopathic Hospital in November 
1960. Hospitalization was initiated as a result of an 
industrial accident resulting in fractures of the right 
leg. 

Preanesthetic chest x-ray examination, prior to 
closed reduction and immobilization of the leg 
fractures, revealed chronic inflammatory bronchial 
disease of the right lung. The diagnosis was subse- 
quently established by bronchoscopy and bronchog- 
raphy. 

The onset of the bronchiectasis was traced to a 
major respiratory infection in adulthood. Psycho- 
logic changes were manifested as a severe depres- 
sion and an attitude of hopelessness. A self-imposed 
social ostracism because of the presence of a pro- 
ductive cough with foul-smelling sputum had been 
established. Oral fetor had impaired the appetite 
and prevented association of the patient with others 
at mealtime. Erratic eating habits resulted in re- 
duced food intake. 

Some conclusions and recommendations on this 
important pulmonary problem are discussed. 


Case presentation 


The patient was a 33-year-old man admitted to the 
Standring Memorial Osteopathic Hospital emer- 
gency room on November 3, 1960. He had sustained 
an industrial accident resulting in fractures of the 
right tibia and fibula with marked displacement. 
A chest teleroentgenogram (Fig. 1) taken prior 
to general anesthesia and closed reduction revealed 
From the Department of Surgery (Dr. Clausing) and the Department 


of Radiology (Dr. Sadler) of the Standring Memorial Osteopathic 
Hospital, Seattle, Washington 
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Cystic bronchiectasis: 


Case presentation 


diminished volume of the right hemithorax with 
right mediastinal shift. Multiple circular radiolu- 
cencies surrounded by a thin wall of opaque cir- 
cular shadows of approximately 3 mm. thickness 
were distributed throughout the middle and upper 
lobes of the right lung. Increased radiability in the 
right upper lobe was present and was believed to 
represent circumscribed pneumatocele formation. A 
honeycombed appearance of the right lung field 
and areas of atelectasis and cavitation were shown. 
The left lung field was normal and compensated 
for loss of right hemithoracic volume. 


Clinical manifestations e This patient recited a 
history of many years with a chronic productive 
cough. He demonstrated a foul mucopurulent 
sputum, yellow in color, and blood streaked; the 


Fig. |. On the initial chest roentgenogram, there is a loss of 
right hemithoracic volume with a mediastinal shift to the right. 
There are multiple circular opacities measuring 2 mm. in thick- 
ness in the right lung field representing peribronchial fibrosis, 
and an area of increased radiability in the right upper lobe 
representing pneumatocele formation. 
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Fig. 2. Contrast bronchography. A (above) is the left anterior 
oblique projection; B (top, right) is the left lateral projection; 
and C (bottom, right) shows spot films of fractional fill of 
right bronchial tree. 

The distal portion of the trachea and the carina are displaced 
to the right, and large saccular dilatations are demonstrated 
in all the bronchi of the right lung. The lateral and anterior- 
basal segments of the right lower lobe display cystic dilatations. 
There is an interruption of the contrast column in both segments 
caused by retained bronchial secretions. A marked constriction 
of the medial and anterior basal segmental bronchi is noted 
just beyond their bifurcations. The visualized portion of the left 
bronchial tree, which was seen incidentally, was normal. Note 
the absence of alveolar filling with contrast medium. 

These findings permitted conclusive diagnosis of “honeycomb” 
lung or saccular bronchiectasis. 


volume was in excess of 400 ml. per day. Periodic 
right-sided chest pain was described as a dull ache. 
Exertional dyspnea, weakness, loss of appetite, di- 
gestive disturbances, loss of weight, palpitation, 
and nervous instability were described. 

In 1949 this patient had been hospitalized for 17 
days with severe pneumonia. The productive cough 
had been present ever since, and five subsequent 
hospitalizations had been necessary for recurring 
episodes of pneumonia. 

The patient had been given the impression that 
a chronic lung disease was present which in spite 
of modern chemotherapy was progressive and for 
which nothing could be done. Therefore, his atti- 
tude was that it was “only a matter of time” and 
that it was useless to pursue any form of therapy, 
including ordinary dental hygiene. He was severely 
depressed and extremely antisocial. 


Physical findings e The patient was afebrile, not 
acutely ill, and somewhat underweight. Coarse 
bubbling inspiratory and expiratory rales were 
heard throughout the right lung. Respiratory ex- 
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cursions were limited on the right. Cor pulmonale 
was not evident by examination or on electrocardi- 
ographic evaluation. There was no clubbing of the 
fingers, and the left hemithorax was normal. Teeth 
were in very poor condition. 


Laboratory findings e The hemoglobin was 11.4 
grams, and hematocrit reading was 37 per cent. 
There were 12,650 leukocytes per cubic millimeter, 
with a normal spread. Findings from the urinalysis 
were within normal limits. On bacteriologic exam- 
ination, no acid-fast bacilli were seen in the con- 
centrated smear of the sputum. Monilia was iso- 
lated, and gram-positive cocci in chains were 
identified. Further tests revealed that the gram- 
positive cocci were sensitive to Sumycin, Altafur, 
Ilosone, Furadantin, and Terramycin. 


Bronchoscopic and bronchographic findings e 
On November 8, 1960, bronchoscopy and contrast 
bronchography were performed under local anes- 
thesia. The entire tracheobronchial tree was in- 
spected. Mild inflammatory changes were noted on 
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Fig. 3. A (top) and B (center) show extensive dense adhesions 
of visceral and parietal pleura; these were found on gross in- 
spection at operation, along with advanced ectasis of the lobar 
bronchi. Numerous emphysematous blebs were -demonstrated. 
C (bottom) shows an anatomic hilar dissection being performed, 
with individual ligation of the vessels. 


the right, and excessive mucoid expectoration was 
present. This was collected for laboratory process- 
ing. 

Contrast bronchography (Fig. 2) showed large 
saccular dilations of the tertiary bronchi of the 
right lung. A diagnosis of cystic bronchiectasis 
was established. 
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Fig. 4. Gross appearance of the surgical specimen. The medi- 
astinal surface of the right upper lobe and sections of the 
resected right fifth rib are shown. Notice the extensive pul- 
monary fibrosis and the ectatic bronchi in the hilar region. 


Surgical aspects e On November 9, 1960, a right 
pneumonectomy was performed through a right 
lateral incision, with the fifth rib being resected. 
Anatomic hilar dissection was used, with individual 
ligation of the vessels. Gross findings at the time 
of surgery were advanced ectasis of all three lobar 
bronchi and extensive dense adhesions of the vis- 
ceral and parietal pleura (Figs. 3, 4, and 5). Three 
units of whole blood were administered during 
the procedure. 


Pathologic findings e« The macroscopic specimen 
(Fig. 4) was a right lung that showed an extremely 
shaggy surface marked by dense numbers of old 
separated fibrous adhesions. The lung appeared to 
consist of three adherent lobes, with the upper lobe 
showing a large irregular semicystic and fibrous 
area occupying much of its substance, in a zone 
that measured at least 5 by 6 cm. The remainder 
of this upper lobe and the middle lobe were soft 
and air-containing, with numerous cystic spaces 
noted throughout that very strongly suggested 
bronchiectasis. A similar pattern was observed 
throughout the lower lobe, with many cavities 
ranging up to 2 cm. or more in diameter. The pat- 
tern throughout this lung was that of bronchiectasis. 

Three sections of rib had been removed inci- 
dentally; these measured 2, 4, and 12 cm. respec- 
tively in length. 

On microscopic examination, random sections 
taken through the lung showed a very similar pic- 
ture. There were the very widely dilated zones of 
bronchi around which were heavy inflammatory in- 
filtrates and progressing fibrosis. The lumina of the 
bronchi were occasionally somewhat collapsed, in 
which case the lining was very wavy. Many vessels 
in the immediately adjacent tissue were exceedingly 
thick-walled also. The pattern was that of a basic 
bronchiectasis with an extremely severe chronic 
pneumonitis superimposed. 

Pathologic diagnoses were (1) bronchiectasis of 
right lung, and (2) rib sections. 
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Fig. 5A 
Fig. 5. Serial postoperative examinations. 

A was taken | week postoperatively, The level of the fibrinous 
exudate in the right pleural cavity extends to the level of the 
fifth rib posteriorly. (The fifth rib had been resected from the 
angle forward.) The mediastinum, now in the center of the 
thorax, has been shifted to the left by the unorganized right 
pleural exudate. There is subcutaneous emphysema in the ,right 
thoracic wall, incidental to operation. 

B, taken 8 weeks postoperatively, shows that the pleural 


Postoperative care e Immediately after operation 
this patient was placed under private duty nursing 
care. It was felt that the replacement of the actual 
blood loss during the operation by the 3 pints of 
whole compatible blood was adequate, and no fur- 
ther parenteral fluids were given. Careful manage- 
ment of the tracheobronchial secretions was carried 
out by the private duty nurses during the first 24 
hours. 

A mobile chest film was taken a few hours after 
the operation with the patient in the upright posi- 
tion. This showed, besides the absence of rib por- 
tions, that the mediastinum was shifted to the 
right, the right lung was absent, and that there 
was a moderate pneumothorax with a heavy homo- 
geneous density occupying the lower portion of the 
right pleural space. These findings were considered 
normal for a 5-hour postoperative film in a patient 
who had undergone right pneumonectomy. Re-ex- 
amination of the chest by mobile x-ray was carried 
out 24 hours later; this showed a somewhat in- 
creased fluid level, but findings were considered 
satisfactory for this postoperative time. 

The patient was ambulated the first postoperative 
day; this necessitated the use of a walker because 
of the cast on the right leg. 


Antibiotics were administered for 7 days follow- 


ing the operation. The patient progressed very well, 
becoming markedly stronger each day. He walked 
very well in spite of the handicap of the right leg 
being in a cast. No complications were encountered, 
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Fig. 5B 


Fig. 5C 

exudate has almost completely filled the right pleural space. 
Several small air-fluidvlevels within this opacity represent locula- 
tions of the effusion. The mediastinum is starting to shift to the 
right, and the tracheal air column can be seen extending across 
the midline. This indicates that the exudate is undergoing organ- 
ization. The subcutaneous emphysema has been resolved. 

C, film taken 5 months postoperatively, reveals static appear- 
ance. The mediastinum has shifted further to the right, and 
there is a small anterior herniation of the left lung (dotted line). 


and the patient was discharged on the seventh 
postoperative day. 


Later results e This patient has been followed up 
for a period of 9 months to date, and has been 
classified as “cured.” This designation means that 
the patient is free of symptoms, has no limitation 
of activities, and is able to and is pursuing his 
regular occupation. Mental depression is gone, a 
considerable weight gain has occurred, and the 
patient is grateful. Chest x-rays have been taken 
periodically (Figure 5C was taken 9 months post- 
operatively). No further attention is needed except 
for these periodic roentgenographic examinations. 


Discussion 


Bronchiectasis is generally considered to be a van- 
ishing clinical condition. Cases of bronchiectasis 
which were accumulated before surgical methods 
became accepted as treatment for this disease con- 
tributed to the large number of operations per- 
formed in the past. Bronchiectasis will not appear 
as frequently as formerly. More effective manage- 
ment of acute respiratory infections in children and 
adults and the concomitant development of broad- 
spectrum antibiotics have resulted in a decrease in 
this disease entity. 

The concept, however, that this disease is one 
that generally originates during childhood has been 
modified. That bronchiectasis can originate in the 
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adult has become an established fact. 

Workers on the thoracic surgical service of 
Brooke Army Hospital! reported that in all proved 
cases of bronchiectasis from 1949 to 1958 only 33 
per cent of the patients were able to trace the 
origin of their disease to childhood. 

The true incidence of this disease in the general 
population has not been clarified. By evaluating 
the problem as it exists in the population they 
serve, general hospitals could clarify the incidence 
of the disease. 

An aggressive diagnostic approach is generally 
utilized to evaluate patients with symptoms of pul- 
monary disease; this is essential in the diagnosis 
and management of bronchiectasis. 

Bronchiectasis implies merely a dilated bronchus. 
Dilatation of bronchi to an abnormal caliber con- 
stitutes the essential feature of the disease. Bron- 
chography is the only practical method of recogniz- 
ing such dilatation. Except in cases with advanced 
saccular dilatations which are recognized in conven- 
tional roentgenograms, bronchographic procedures 
are necessary to diagnose bronchiectasis. 

Classification of bronchiectasis into primary and 
secondary types is of didactic interest only. A true 
bronchial obstructive phenomenon exists in the 
early phases of the disease. Pathologic changes 
which develop distal to a bronchial area occluded 
by a foreign body, or to localized edema and infil- 
tration occurring in acute pulmonary inflammation, 
are constant features in the development of bron- 
chiectasis. 

Bronchiectasis is a surgical problem from the 
standpoint of either palliation or cure. Pulmonary 
resection is the treatment of choice in all age 
groups. The earlier use of bronchography will de- 
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crease the frequency of the more advanced saccular 
type of bronchiectasis. 

Untreated and medically treated bronchiectasis 
are attended with a high mortality rate, a relatively 
short life expectancy, and a devastating morbidity 
on both physical and psychologic bases. 


Summary 


An interesting and unusual case of cystic bronchi- 
ectasis affecting an entire lung has been presented, 
and the diagnostic and therapeutic procedures have 
been reviewed with emphasis placed on the indis- 
pensability of bronchography in the diagnosis of 
bronchiectasis. The prevalence of this disease has 
been pointed out, and the literature has been 
briefly reviewed. 
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Acute leukemia: 


Review of 30 cases 


CHARLES I. SCHULMAN, D.O.,* Oak Park, 
Michigan 


Concomitant with the advent of specific chemo- 
therapeutic agents and the increased clinical ex- 
perience gained from their use in the treatment of 
acute leukemia, a renewal of general interest in 
the treatment of this disease has occurred. Although 
these agents are palliative and acute leukemia still 
is a fatal disease with short life expectancy, longev- 
ity and useful life have been increased from an aver- 
age survival of approximately 4 months to 10 or 
12 months or more in some cases.! 

A review of the incidence of lymphomas and 
leukemia at the Detroit Osteopathic Hospital re- 
vealed that these diseases constitute 9.8 per cent 
of the total cases of malignant disorders seen, with 
leukemia comprising half of this group. A survey 
of the cases of acute leukemia was undertaken to 
assess our current experience with the disease. 

For uniformity of diagnosis and classification, 
this study includes all patients who received a 
final diagnosis of acute or subacute leukemia be- 
tween January 26, 1954, and November 15, 1960. 
In this interval, 30 patients in whom a peripheral 
blood and marrow diagnosis of acute or subacute 
leukemia was made were admitted to the medical 
service. There were two cases with bizarre forms 
of hyperplastic marrow associated with peripheral 
pancytopenia in whom the diagnosis of pre-leuke- 
mia was entertained, as described by Block, Jacob- 
son, and Bethard.? These patients are not included 
in this study. Also, patients admitted and treated 
for blastic crisis of chronic leukemia are not in- 
cluded. 

This analysis will present the clinical and hema- 
This paper was written during Dr. Schulman’s residency in the Depart- 
ment of Internal Medicine of the Detroit Osteopathic Hospital, of 


which Dr. Joseph A. Amalfitano is head. Dr. Schulman was the 
recipient of a 1960 Mead Johnson grant in Internal Medicine, 
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tologic manifestations of these 30 cases of acute 
leukemia, therapy employed, patient survival, and 
cause of death, either clinically inferred or autopsy 
proved. The. criteria for classifying leukemia em- 
ployed at this hospital have been recently reviewed.° 


Distribution of cases 


1. Type. There were 12 cases of lymphocytic, 17 
cases of granulocytic, and 1 case of monocytic leu- 
kemia. Those patients with the Naegeli variety of 
myelomonocytic leukemia are included in the gran- 
ulocytic group for purposes of this analysis. The 
only instance of the Schilling variety of the leukemic 
reticuloendotheliosis is classified as monocytic leu- 
kemia in this study. 

2. Acuteness. There were 10 cases of acute gran- 
ulocytic (myeloblastic) and 7 cases of subacute 
myeloblastic leukemia. Eight cases were classified 
as acute lymphoblastic leukemia; 4 were classified 
as subacute lymphoblastic leukemia. The 1 patient 
with monocytic leukemia had acute monocytic leu- 
kemia based on the peripheral smear. 

3. Overtness. Eight patients were subleukemic, 
of whom 2 were aleukemic.4 Twenty-two were 
overtly leukemic, manifesting leukocytosis. 

4. Age and sex. The group study included 16 
males and 14 females, ranging in age from 18 
months to 80 years. Nine patients were up to and 
including 15 years of age, representing childhood. 
Four patients, 16 through 25 years of age, are classi- 
fied as young adults. The remaining 17 patients, 26 
years of age an older, are considered as adults. 

In the childhood group, 5 children had lympho- 


_ blastic and 4 had myeloblastic leukemia. Among 


the young adults, 1 had lymphoblastic leukemia; 
3 had the myeloblastic type. The adult group in- 
cluded 6 cases of lymphoblastic, 10 of myeloblastic, 
and 1 of monocytic leukemia. 

Statistical evidence indicates that the incidence 


of leukemia has increased in recent years, and that 
this trend is persisting. With some oversimplifica- 
tion, acute lymphoblastic leukemia is a disease of 
childhood. Acute granulocytic leukemia extends 
from the newborn period to senescence, but it 
occurs mainly in young adults and in the middle- 
aged group, with the peak age at 29. Acute mono- 
cytic leukemia is generally similar, with a peak 
incidence at 41 years.§ 

Acute leukemia represents approximately 41 per 
cent of all leukemia, and 94 per cent of childhood 
leukemia.5 In children, acute lymphoblastic leuke- 
mia constitutes 80 per cent of the types seen. It 
has been estimated that 55.4 per cent of all cases 
of childhood leukemia occur from birth to age 4, 
with peak incidence between 3 and 4 years of age. 
The incidence ratio of leukemia is 1.5 males to 1 
female in both children and adults.®.7.8 


Presenting symptoms 


The symptoms of the 30 patients can be divided 
into the following categories: 

1. Fatigue. Fatigue including weakness and ma- 
laise was reported by 20 patients as one of their 
chief complaints. 

2. Hemorrhagic phenomena. Hemorrhage _in- 
cluded bruising, epistaxis, gingival bleeding, he- 
moptysis, hematuria, melena, and uterine bleeding. 
Fifteen patients complained of bleeding. Hyper- 
menorrhea of profuse degree was mentioned by 2 
patients. 

3. Symptoms of the cardiorespiratory system. 
Cardiorespiratory symptoms were cough, dyspnea, 
and pleuritic pain associated with fever or sore 
throat. Thirteen patients complained of dyspnea 
and cough with fever. Four patients had sore throats 
and fever. Six patients had dyspnea as a single com- 
plaint, most likely as a result of anemia. 

4, Gastrointestinal symptoms. Ten patients com- 
plained of abdominal pain, weight loss, and/or 
anorexia. Abdominal pain was usually located in 
the upper left quadrant or epigastrium, and was 
attributed to painful splenic infarctions. Six of the 
patients lost weight, and 3 had lost 15 to 25 pounds. 

5. Febrility. Two patients had fever of unknown 
origin. A 3-year-old boy with acute lymphoblastic 
leukemia had fever for 4 weeks, and a 15-year-old 
girl with myeloblastic leukemia had fever for 1 
week. The remainder of the patients who com- 
plained of febrility had evidence of infection. 

6. Mass. A “lump” as a subjective complaint was 
present in 3 patients. A painful abscess located in 
the cervical area was found in all three. 

7. Neurologic and musculoskeletal symptoms. 
Neurologic complaints were present in three pa- 
tients. One was a 5-year-old girl with lymphoblastic 
leukemia, who complained of paresis and pain of 
the right lower extremity. A 14-year-old boy with 
myeloblastic leukemia had urinary incontinence, 
severe back and leg pain, proptosis of the left eye, 
and severe objective vertigo. 
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A 3l-year-old man complained of severe pain 
in the left lower extremity which occurred at night 
and was associated with extreme bone tenderness. 

8. Rash. Two patients, a 72-year-old man and a 
56-year-old man, both having myeloblastic leuke- 
mia, presented with a rash not related to skin 
hemorrhage which was subsequently found on bi- 
opsy to be leukemic. 

In summary, the major symptoms presented on 
the initial examination were fatigue in 66 per cent, 
hemorrhage in 50 per cent, cardiorespiratory sym- 
tomatology in 43 per cent, and gastrointestinal 
symptoms in 30 per cent of the patients. Complaints 
referable to the central nervous system, severe bone 
pain, and fever of unknown origin were less fre- 
quent, occurring in 16 per cent. 


- Duration of symptom complex 


Duration of illness ranged between 1 week and 
12 weeks. Twenty-three patients (76 per cent) 
were ill from 1 to 4 weeks prior to admission. Five 
patients stated that they had been ill from 5 to 8 
weeks, and two elderly patients had had symptoms 
lasting 3 months. The latter patients conceivably 
could represent a state of blastic crisis of chronic 
leukemia; however, Gunz and Hough® state that 
acute leukemia in the elderly patient is usually 
more insidious in onset, with an average duration 
of symptoms lasting about 3 months. 

One concept of leukemia proposes the premise 
that nonspecific genetic influences acting in con- 
junction with unknown external factors combine 
to cause the leukemic transformation.? Little is 
known as yet concerning the genetic aspects; how- 
ever, the major external factors which have been 
delineated and investigated are the virus and ex- 
posure to radiation. There is growing evidence that 
heavily favors the viral theory in the etiology of 
leukemia.!° This hypothesis can have no validity 
until some directly relevant laboratory evidence is 
obtained.5 Leukemia may be regarded as a body 
response to a viral infection,’ just as leukocytosis 
is a bodily response to bacterial infection.!! 

The indictment of ionizing radiation as a leu- 
kemogenic agent has been proposed by several 
workers.5-!2-14 The peak incidence of leukemia 
in humans can be expected about 4 years following 
radiation exposure.!5 The occurrence of leukemia in 
children in whom radiation therapy was given in 
infancy for enlargement of the thymus gland has 
been found to exceed that expected to occur in a 
group of normal, nonirradiated children by a factor 
of 10.12 There is also an increased incidence of leu- 
kemia in children who have received deep x-ray 
treatment to head and neck for lymphoid hyper- 
plasia. The propensity of mutagenic chemicals, 
analogous to the carcinogen found in cigarette 
smoke, to produce leukemia, has been entertained 
by Burnett.5 

In this study, it was found that one patient, a 
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3-year-old boy, with acute lymphoblastic leukemia 
(Case 21), had received radiation therapy for en- 
largement of his thymus gland, at 1 month of age. 
Another infant who was admitted to the hospital 
at 18 months of age with acute lymphoblastic leu- 
kemia showed the physical characteristics of mon- 
golism. Pierce? reports the association of various 
congenital gene-enzyme diseases and leukemia. 


Physical findings on admission 


The frequency with which various physical findings 
were observed at the time of the first examination 
is as follows: 

1. Evidence of hemorrhage. Evidence of abnor- 
mal bleeding was observed in 20 patients (66.6 
per cent). Cutaneous petechiae and ecchymosis 
were the most commonly found, occurring in 17 
patients (57 per cent). Gingival bleeding associated 
with hypertrophy was found in 5 patients (16 per 
cent). Optic hemorrhage was recorded in 6 patients 
(20 per cent); in 2 patients, this represented the 
only physical evidence of abnormal bleeding, thus 
indicating the importance of fundoscopic examina- 
tion. Southam and his associates!® found evidence 
of bleeding in 66 per cent of their childhood cases 
and 41 per cent of their adult cases. 

2. Pallor. Thirty-four per cent of the patients 
were markedly pale. 

3. Lymphadenopathy. General or localized cer- 
vical lymphadenopathy was found in 56 per cent 
of the entire group, and in 75 per cent of the 
children and young adults. Southam and his asso- 
ciates found 85 per cent of their cases in this cate- 
gory.16 

4. Visceromegaly. Splenomegaly was found in 47 
per cent and hepatomegaly in 33 per cent of the 
cases. Splenomegaly was present with equal fre- 
quency in all age groups and all types of leukemia. 
On occasion, an enlarged spleen was associated 
with tenderness, pain in the upper left quadrant, 
and muscle guarding. Such discomfort may be 
attributed to perisplenitis and splenic infarction. 
In 1 case, pain in the upper left quadrant was 
aggravated by respiratory activity. 

Jaundice, which was found in 17 per cent of 
cases upon admission, did not correlate with hepa- 
tomegaly. Therefore, it may be assumed that mild 
icterus was not due to hepatic infiltration, but may 
be a reflection of accelerated hemolysis of the 
erythrocytes. 

5. Cardiorespiratory findings. A murmur was 
found in 11 patients. Seven were in children and 
young adults with no evidence of cardiopathy. In 
2 of the 4 adults, the cardiac murmur was located 
in the aortic area and was considered to represent 
organic involvement of the aortic valve. In the 
other 9 patients, the murmur was described as a 
soft blowing apical systolic murmur, and con- 
sidered to be a functional murmur secondary to 
marked anemia and a hypermetabolic state associ- 
ated with acute leukemia. Pulmonary rales, asso- 
ciated with symptoms of pneumonitis, were found 
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in 2 patients, and in 1 patient with symptoms of 
congestive heart failure. An arrhythmia was dis- 
cerned in 2 patients. 

6. Wintrobe sign. A positive Wintrobe sign (ster- 
nal tenderness to pressure) was recorded in 7 
patients, but this does not indicate its true incidence 
because in most charts no record of a search for 
this finding was indicated. 

7. Oral-pharyngeal ulceration and gingival hy- 
pertrophy. Five patients with myeloblastic leukemia 
had gingival hypertrophy associated with bleeding. 
In no instance was hypertrophy of the gums re- 
corded in a patient with lymphoblastic leukemia. 
A 52-year-old woman with acute lymphoblastic 
leukemia had extensive pharyngeal and oral necrot- 
ic ulcerations. 

8. Leukemia cutis. Leukemia cutis was found in 
2 cases. In 1 case the lesion resembled erythema 
multiforme and in the other case, the lesions pre- 
sented as innumerable small discrete erythematous 
nodules with pruritis and scaling similar to the 
lesions described by Kierland.!7 

9. Neurologic and musculoskeletal findings. In 
this study, physical findings referable to the nerv- 
ous and musculoskeletal systems were found in 
13 per cent of the patients on admission. These 
included long-bone pain and tenderness, accom- 
panied by weakness of the extremities; joint pain 
simulating arthritis or osteomyelitis; evidence of 
cranial nerve involvement, manifested primarily by 
facial paralysis; and urinary incontinence. 

In summation, the most common physical find- 
ings on admission were evidence of hemorrhage, 
pallor, generalized lymphadenopathy, splenomegaly, 
and a cardiac murmur, with upper respiratory in- 
fection frequently present. Gingival hypertrophy, 
cutaneous manifestations, and musculoskeletal in- 
volvement were noted less often. However, demon- 
stration of any combination of these signs, associ- 
ated with a positive Wintrobe sign, makes the 
diagnosis of acute leukemia the prime consideration. 


Hematologic data 


1. Anemia. Anemia was present on admission in 
every patient except 2 (cases 11 and 21), who had 
had transfusions elsewhere before admission to this 
hospital. The anemia was found to be of the normo- 
chromic normocytic type in the patients in whom 
cell indices were checked. Eighteen patients had 
less than 8 grams of hemoglobin, 7 patients had 
between 8 and 10 grams of hemoglobin, and 5 pa- 
tients had more than 10 grams. 

The anemia associated with acute leukemia is an 
inevitable complication of the disease. The patho- 
genesis of anemia in leukemia is a-consequence of 
depressed erythropoiesis, accelerated hemolysis, 
and hemorrhage.!® There may be varying com- 
binations of decreased erythropoiesis with normal 
or increased erythrocyte destruction or loss, or 
there may be normal or increased erythropoiesis 
with increased erythrocyte destruction or loss. In 
the latter situation relative marrow failure exists. 


TABLE I—CLINICAL AND HEMATOLOGIC MANIFESTATIONS ON ADMISSION 
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; Erythro- blasts i in 
Date of . Duration : Hemo- cytes peri- bone 
Case _initial Age Presenting of Physical globin (mil- Leuko- _—Plate- pheral mar- 
no. admission Diagnosis Sex symptoms symptoms findings (grams) __ lions) cytes lets smear row 
1 1/26/54 Subacute | 26 Bruising, fever, 4 wks. Adenopathy, 11.8 3.8 92,000 54,000 15 18 
myeloblastic M painful mass purpura 
in neck 
2 2/5/54 Subacute 34 Fatigue, 2 wks. Pallor, 73 2.6 4,100 56,000 30 92 
lymphoblastic, F purpura, purpura, 
subleukemic epistaxis, splenomegaly, 
hypermenorrhea hepatomegaly, 
adenopathy 
3 2/13/54 Acute : 3 ~=Epistaxis, 3 wks. Petechiasis, 6.8 2.5 28,200 90,000 60 54 
lymphoblastic F cough, adenopathy, 
fever splenomegaly 
4 10/4/54 pool 46 Fatigue, 5 wks. Petechiae, | 72 2.4 3,200 120,000 0 100 
F dyspnea, urpura, optic 
(LRE weight loss emorrhage 
aleukemic 
5 4/3/55 Subacute 49 Abdominal 2 wks. Pallor, 6.2 1.85 2,600 50,000 5 89 
lymphoblastic, M pain, optic 
subleukemic dyspnea hemorrhage 
6 4/17/55 5 Paresis 8 wks. Adenopathy, 10.2 3.6 7,200 250,000 0 36 
hoblastic, F of right paresis of 
= emic leg right lower 
extremity 
7 7/11/56 Acut , 15 Fever 1 wk. Pallor, Tt 2.3 7,300 57,000 74 55 
myeloblastic F murmur 
8 10/1/56 Acute 62 Weight loss, 4wks. Aortic : 5.7 2.77 1,500 13,000 2 90 
myeloblastic F abdominal murmur, optic 
(LRE Naegeli), pain, dyspnea exudates, 
subleukemic positive 
Wintrobe sign 
9 4/9/57 Acute ; 23 Fatigue, 4wks. Positive 6.1 1.62 14,850 ‘30,000 51 35 
myeloblastic M_ bruising, Wintrobe 
(LRE Naegeli) ingiva sign, murmur, 
purpura, 
25-lb petechiasis, 
weight loss optic 
ypertrophy, 
$ adenopathy 
10 8/2/57 Subacute | 67 Fatigue, melena, 12 wks. Splenomegaly, 8.0 2.6 19,600 70,000 20 28 
lymphoblastic F bruising aortic murmur 
11 10/12/57 Subacute | 14 Fatigue, fever, 4wks. Optic 42:2 4.0 44,500 45,000 38 35 
myeloblastic M_ cough, urinary hemorrhage, 
(LRE Naegeli) incontinence, positive | 
hematuria Wintrobe sign, 
adenopathy, 
rales, icterus 
12 11/16/57 Acute 10 Fatigue, fever, 4wks. Pallor, 7.2 2.4 91,000 80,000 50 52 
myeloblastic F cough, murmur, 
weight loss splenomegaly, 
hepatomegaly, 
adenopathy, 
icterus, 
gingival 
hypertrophy 
13 1/10/58 Acute : 77 Fatigue, 2 wks. Pulmonary 7.5 2.3 162,000 50,000 64 47 
myeloblastic M dyspnea rales, cardiac 
(LRE Naegeli) arrhythmia, 
epatomegaly 
14 5/7/58 Acute 54 Fatigue, 2 wks. Pallor, 8.4 3.0 46,600 34,000 60 52 
myeloblastic pileuritis, petechiae, 
(LRE Naegeli) cough, pulmonary 
dyspnea rales ‘ 
15 7/8/58 Acute . 35 Dyspnea, 2 wks. Hepatomegaly, 11.3 3.5 61,500 30,000 65 55 
lymphoblastic F gingival adenopathy, 
bleeding petechiasis 
16 9/27/58 Acute : 31 Fatigue, | 3 wks. Pallor, 8.8 3.1 22,100 26,000 83 94 
myeloblastic M fever, pain weight loss, 
upper left positive 
abdomen, Wintrobe si 
ingival splenomega 
upper left 
bone pain quadrant 
tenderness 
17. +11/1/58 Acute \ 16 Fatigue, 4wks. Purpura, 4.0 1.3 54,500 25,000 64 80 
lymphoblastic F_ bruising murmur, 
splenomegaly, 
hepatomegaly 
18 11/1/58 Acute : 80 Mass in 3 wks. Cervical 9.6 2.9 53,500 90,000 72 78 
lymphoblastic M_ neck abscess, 
adenopathy, 
hepatomegaly 
19 1/15/59 Subacute 21 Fatigue, 8wks. Pallor, . 6.6 1.85 4,900 18,000 8 51 
myeloblastic, F purpura, ecchymosis, 
subleukemic epistaxis, murmur 
hypermenorrhea 
20 2/8/59 Acute - 72 Fatigue, 12 wks. Leukemia 8.2 2.8 27,600 40,000 55 65 
myeloblastic M rash, 15-Ib. cutis, 
weight loss splenomegaly, 
hepatomegaly, 
adenopathy, 
murmur, 
icterus 
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TABLE I—CLINICAL AND HEMATOLOGIC MANIFESTATIONS ON ADMISSION— (Continued) 


% % 
Erythro- blasts on blasts in 
Date of Duration Hemo- cytes peri- bone 
Case initial Age Presenting of Physical globin (mil- Leuko- _—Piate- pheral mar- 
no. admission Diagnosis Sex symptoms symptoms findings (grams) lions) cytes lets smear row 
21 3/13/59 Acute : 3 Fever, 4wks. Splenomegaly, 17.0 5.6 56,000 20,000 66 75 
lymphoblastic M fatigue hepatomegaly, 
adenopathy, 
pallor, | 
petechiasis 
22 4/24/59 Acute , 52 Fatigue, 4wks. Adenopathy, 8.2 3.2 176,000 30,000 98 70 
lymphoblastic F sore throat, ulcerative. 
fever pharyngitis 
23 8/6/59 Subacute | 19 Fatigue, | 5 wks. Murmur, 6.6 2.0 10,350 30,000 24 14 
myeloblastic, M_sfever, painful purpura, 
subleukemic mass in neck, adenopathy, 
18-lb. mild icterus, 
weight loss positive 
Wintrobe sign, 
optic 
hemorrhage 
24 9/12/59 Subacute | 74 Fever, | 3 wks. Pallor, 6.6 2.3 1,250 62,000 6 a 
myeloblastic, F epistaxis purpura 
subleukemic 
25 10/9/59 Acute 54 Fatigue, 4wks. Adenopathy, 8.5 2.8 32,600 90,000 51 84 
myeloblastic M_ weight loss hepatomegaly, 
splenomegaly, 
purpura, 
positive 
Wintrobe sign 
26 11/18/59 Subacute | 56 Fatigue, 2 wks. Leukemia 7.3 2.3 21,700 50,000 35 60 
myeloblastic M sore cutis, gingival 
(LRE Naegeli) throat, hypertrophy, 
ingival purpura, 
adenopathy, 
rash splenomegaly, 
hepatomegaly, 
optic hemorrhage, 
arrhythmia 
27 1/2/60 Subacute | 13 Fatigue 6 wks. Petechiae, 10.0 3.2 43,000 65,000 40 30 
myeloblastic F purpura, 
(LRE Naegeli) adenopathy, 
_ gingival 
hypertrophy 
28 6/3/60 Acute : 14% Fever, 2 wks. Splenomegaly, 4.5 1.9 97,600 26,000 86 90 
lymphoblastic M cough, hepatomegaly, 
petechiae adenopathy, 
icterus, 
purpura, 
petechiae 
29 7/9/60 Acute 11 Fatigue, 1 wk. Purpura, 6.6 2.2 15,050 26,000 75 80 
lymphoblastic F fever, ecchymosis, 
severe | splenomegaly, 
epistaxis murmur 
30 11/15/60 Acute 66 Fatigue, 3 wks. Pallor, 6.5 2.1 146,000 84,000 96 64 
myeloblastic F sore murmur, 
throat, positive 
abdominal Wintrobe sign, 
pain purpura, 
petechiae, 
ypertrophy 
upper 
abdominal 
tenderness 


Decreased erythropoiesis may be a consequence of 
marrow hypoplasia, inhibition by metabolic com- 
petition, dense leukemic infiltration, or processes as 
yet unknown. Metabolic competition may exist be- 
tween the developing erythrocytes and the prolif- 
erating pathologic leukocytes. Patients with leu- 
kemia may also suffer inhibition of erythropoiesis 
because of complicating infection.4-!8-19 

Shortened erythrocytic life span may be due to 
the production of defective erythrocytes or to the 
effects of such extracorpuscular factors as hyper- 
splenism. The Coombs’ test is rarely positive in the 
hemolytic anemia of acute leukemia. In chronic 
lymphatic leukemia the Coombs’ test is positive in 
one third of the patients who develop autoimmune 
hemolytic anemia.!8 

Blood loss is the third major factor in the pro- 
duction of anemia. Gastrointestinal hemorrhage, 
epistaxis, and vaginal bleeding were particularly 
troublesome in our cases. 
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2. Leukocyte count. Leukocyte counts on admis- 
sion ranged between 1,250 and 196,000 per cu. mm. 
Eight patients were subleukemic, having 10,000 or 
fewer leukocytes per cubic millimeter. Of these, 
two patients (Cases 4 and 6) were aleukemic with 
no pathologic cells seen on the peripheral smear. It 
was found that 13.3 per cent of the patients had 
between 10,000 and 20,000 leukocytes; 43.3 per cent 
had between 20,000 and 100,000 leukocytes; and 
16.6 per cent had between 100,000 and 200,000 
leukocytes. In the series of Southam and his asso- 
ciates, a majority of low leukocyte counts were 
found in children.!6 In this series, no particular 
relationships were noted. 

The term “leukemia” implies a condition of the 
blood characterized by an elevated leukocyte count. 
Although this is frequent, it is not a constant find- 
ing. Furthermore, it is not the blood that is funda- 
mentally abnormal in leukemia, but the blood- 
forming tissues, which are proliferating in an 


abnormal fashion.4 The blood is a stream through 
which cells pass from site of origin to the tissues 
of the body, and from these tissues to their sites of 
eventual destruction. The leukocyte count may be 
low in leukemia, should the release of cells from 
the marrow and destruction of the cells be simul- 
taneously rapid. Another explanation of aleukemic 
counts is that relatively little exfoliation of abnor- 
mal cells occurs, and the process is instead one of 
“maturation arrest.”4 

3. Platelet count. Thrombocytopenia was uni- 
formily present; 46.6 per cent of the patients had 
less than 50,000 platelets, and 46.6 per cent had 
between 50,000 and 100,000 platelets (Rees-Ecker 
technique). A 5-year-old girl with aleukemic lym- 
phoblastic leukemia (Case 6) had a normal platelet 
count. Clinically and hematologically she had mild 
evidence of the disease. 

In the past thrombocytopenia was indicated 
as the primary cause of the hemorrhagic diathesis 
in patients with leukemia, but more recent investi- 
gation, and the clinical absence of hemorrhage 
with very low platelet counts, have led to the 
conclusion that other factors contribute to the 
bleeding tendency. These contributory factors, 
other than thrombocytopenia, are qualitative plate- 
let defects, diminished levels of factor V, and cir- 
culating anticoagulants.!8.20 

Fibrinolysis and hypofibrinogenemia have been 
detected infrequently. Although overt fibrinolysis is 
unusual, an increase in fibrinolytic activity in leu- 
kemic plasma is not unusual.!® The occurrence of 
circulating heparinlike substances suggested by 
Allen in 1947 is no longer credited as contributing 
to the bleeding tendency.* 

Recently, a close connection between the onset 
of bleeding and the occurrence of infection has 
been shown. Certain bacterial polysaccharides are 
capable of prolonging the coagulation time in the 
same fashion as heparin. Elevated levels of protein- 
bound polysaccharides have been found in the 
blood of leukemic children with excessive bleed- 
ing.4 However, no constant correlation has been 
made between the hemorrhage manifestations of 
acute leukemia and any of the factors cited above, 
except for severe thrombocytopenia.!® The distinc- 
tive type of intracerebral hemorrhage associated 
with the occurrence of a blastic crisis, and unre- 
lated to thrombocytopenia, will be described later. 

4. Peripheral smear. All peripheral smears and 
bone marrow slides obtained in these 30 cases 
were again reviewed prior to preparation of this 
paper. The differential count of the peripheral 
smears obtained on admission revealed that 23.3 
per cent had between 0 and 19 per cent blast forms; 
16.6 per cent had between 20 and 40 per cent blast 
forms; 60 per cent had 40 per cent or more blast 
forms; and 56.6 per cent of the entire group had 
more than half of their peripheral smear composed 
of blast forms. A majority (75 per cent) of patients 
with less than 20 per cent blast forms on peripheral 
smear had an associated leukocyte count of 10,000 
or less, and can be regarded as the subleukemic or 
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aleukemic group. Only 4 patients with less than 40 
per cent blast forms had a leukocyte count over 
10,000; this group probably represents the true sub- 
acute variety. 

5. Bone marrow. It was found that in 66 per cent 
of cases there were more than 50 per cent blast 
forms in the marrow; in 16.6 per cent the marrow 
was virtually replaced by blast cells. In 3 patients, 
the marrow had less than 30 per cent blast cells 
(Cases 1, 10, and 23). Two of these patients were 
young adults with subacute myeloblastic leukemia, 
and the third was an elderly woman with lympho- 
blastic leukemia. 


Other laboratory data 


1. Blood clotting data. Prothrombin times by the 
one-stage Quick method were recorded in 10 pa- 
tients; they were moderately prolonged in 7 cases. 
In 1 patient prothrombin activity was less than 12.5 
per cent, which is the lowest recorded value in this 
laboratory. 

Protamine titration for circulating heparinoids 
was done in 8 patients, in the earlier years included 
in this study, and was found to be positive in 3 
cases. However, current opinion minimizes this fac- 
tor as contributory to the production of the bleed- 
ing state.4 

2. Electrophoretic patterns of the serum proteins. 
These determinations were done in 4 patients with 
acute leukemia. In one instance a normal result 
was obtained. In the other patients the examination 
disclosed slightly decreased levels of beta globulin 
in one, gamma globulin in a second, and both 
beta and gamma globulin in the third. The slight 
and nonspecific changes found frequently may be 
related to infection, chronic debilitation, or hepatic 
damage, secondary to the disease process or to 
some therapeutic agent.!® 

3. Bromsulphalein test. The Bromsulphalein test 
was done in 8 patients. In 4, dye retention ranged 
from 6 to 15 per cent, indicating some alteration of 
hepatic function. The remainder tested were nor- 
mal. 

4. Urine. Urine examination on admission re- 
vealed abnormal findings in approximately 50 per 
cent of cases. The most frequent abnormalities were 
moderate degrees of proteinuria, microscopic pyu- 
ria, hematuria, and cylinduria. Virtually all patients 
developed marked abnormalities in urine as the 
disease process progressed. 

5. Serology. Only 1 patient had a positive Kahn 
test, and a VDRL test in this patient was negative. 
This indicates, as Southam and his associates have 
noted, that a false positive reaction is not to be 
expected in acute leukemia.!® 

6. Coombs’ test. The Coombs’ test was recorded 
in 5 patients and all findings were negative. 

7. Uric acid metabolism. Uric acid levels were 
tested in 9 patients. They were markedly elevated 
in an 11-year-old girl (Case 29) with acute lympho- 
blastic leukemia. The others tested were normal or 
showed minimal elevation. 
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Phe determination of uric acid levels in the blood 
or the urinary excretion of uric acid is a measure 
of the rate of nucleoprotein turnover in the leuko- 
cytes.42! Although not a consistent finding, the 
excretion of uric acid is increased in patients with 
leukemia. In a study by Sandberg and his asso- 
ciates,?! the urinary excretion of uric acid was sig- 
nificantly increased in all their cases of acute lym- 
phoblastic leukemia. They were further able to 
correlate uric acid excretion with the level of the 
leukocyte count and the percentage of blast forms. 
There was no correlation between uric acid excre- 
tion and the degree of splenomegaly. They also 
found that during therapy the uric acid excretion 
increased as the leukocyte count declined, and 
when the leukocyte count approached normal levels, 
uric acid levels decreased. In their patients with the 
acute myeloblastic form of leukemia, the changes 
in uric acid excretion were not as consistent as in 
the acute lymphoblastic cases. 

8. Roentgen findings in the skeleton. A 5-year- 
old girl (Case 6) with lymphoblastic leukemia had 
evidence of leukemic infiltration in the lumbar 
spine, pelvis, and skull. The typical roentgeno- 
graphic findings in the skeleton as described by 
Southam and his associates!® are transverse bands 
of increased or decreased radiolucency in the meta- 
physes, indefinite diffuse changes in trabecular 
pattern, spotty areas of decreased density, and peri- 
osteal reaction. 


Chemotherapy 


The specific chemotherapeutic agents administered 
to our patients for the suppression of the leukemic 
state represented their primary encounter with 
chemotherapy for leukemia. The only exception was 
a 16-year-old girl (Case 17) with lymphoblastic 
leukemia, who was first seen at this hospital 4 
months after the onset of her leukemia. She had 
been treated with steroids at another hospital, and 
was admitted here in blastic relapse after 2% months 
of complete remission. 

The treatment program may be divided into five 
groups for ease of discussion; (1) steroids; (2) 
6-mercaptopurine; (3) combined 6-mercaptopurine 
and steroids; (4) combined folic acid antagonists 
and steroids; and (5) 6-mercaptopurine, steroids, 
and folic acid antagonists. 

1. Steroid group. Ten patients (Cases 4, 5, 7, 10, 
11, 15, 17, 19, 28, and 29) received one of the 
adrenocortical steroids as the primary chemothera- 
peutic agent. The patient in Case 5 received ACTH 
as the principal agent for treatment of the leukemic 
process. 

There were 4 children in this group, 2 with lym- 
phoblastic and 2 with myeloblastic leukemia. There 
were 2 young adults, 1 with acute lymphoblastic 
and 1 with subleukemic myeloblastic leukemia. 
Four adults, 3 with lymphoblastic leukemia and 1 
with monocytic leukemia, are also included. 

The response to treatment and the duration of 
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survival is known in all cases except in Case 4; this 
patient was discharged during a partial remission 
and was subsequently lost to follow-up. 

Treatment was considered adequate if the patient 
received the equivalent of 40 mg. of prednisolone 
per day for at least 3 weeks or until steroid-induced 
effects were recognized.! Nine patients were con- 
sidered to have received adequate treatment; of 
these 9, 6 were considered to have experienced a 
remission. The criteria for remission were deter- 
mined according to Bisel:?? those cases in which 
there was sufficient chart evidence and adequate 
follow-up information on which to base such a 
conclusion. 

A complete remission, lasting 4 months in 2 pa- 
tients, 5 months in a third, and 24 months in the 
fourth, was obtained in 4 patients (44 per cent). 
A partial remission lasting 1% and 2 months, respec- 
tively, was obtained in 2 cases (22 per cent), while 
3 patients (33 per cent) had no remission of the 
disease process. The patient in Case 5 received 
6-mercaptopurine for maintenance therapy after the 
steroids had induced a remission, the total duration 
of which was 24 months.?3 The over-all median sur- 
vival of the group treated with steroids, from the 
onset of the disease, was 6 months. The median 
survival of the group who had remissions with ster- 
oids was 7 months. 

Discussion and analysis of those who experienced 
no suppression of the leukemic process during ster- 
oid therapy include Cases 11, 15, and 17. 

In Case 11, a 14-year-old boy with subacute 
myeloblastic leukemia was admitted October 12, 
1957. He received 40 mg. of Meticorten daily, anti- 
biotics, local x-ray to the mastoid process, protamine 
infusions for hyperheparinemia, and a total of 23 
units of blood. The patient was severely ill with 
neurologic involvement, and there was _ severe 
bleeding into the skin, the urinary tract, and optic 
fundi. He had marked hyperpyrexia and abdominal 
pain. 

The admitting peripheral smear showed 38 per 
cent blast forms. A recheck bone marrow test 2 
weeks after the institution of therapy showed im- 
provement of the leukemic process, approaching a 
partial remission. However, another marrow test 3 
weeks later was consistent with a myeloblastic re- 
lapse. One week prior to death, the peripheral blood 
showed 54,800 leukocytes with 92 per cent lympho- 
blasts, and severe thrombocytopenia. This patient's 
leukemia was resistant to treatment; terminally, he 
developed progressive lethargy and coma, dying on 
the eighty-second treatment day. Autopsy disclosed 
that cerebral hemorrhage was the cause of death. 

In Case 15, a 35-year-old woman was admitted 
July 8, 1958, with acute lymphoblastic leukemia 
with symptoms of 2 weeks’ duration. On admission 
she had 61,500 leukocytes with 65 per cent lympho- 
blasts, 30,000 platelets, and 55 per cent lympho- 
blasts in the bone marrow. She had evidence of 
mucous membrane and skin hemorrhage, hepato- 
megaly, and adenopathy, and she complained of 


TABLE II—TREATMENT MEASURES AND RESULTS 


Case Duration of Survival: . 
no. Treatment remission onset to death Course characterized by: Autopsy: cause of death 
1 Combined steroid-aminopterin Partial, Unknown Unknown Unknown 
local x-ray treatment to cervical 3 months 
area, 3 units blood, antibiotics 
2 No chemotherapy; antibiotics, None 3 months Gastrointestinal and genitourinary | Leukemic infiltration of all majo 
protamine infusions, 30 units blood hemorrhage, facial paralysis viscera, hemorrhage 
3 Combined steroid-aminopterin, Partial, Unknown Pulmonary infection Unknown 
antibiotics, 5 units blood 6 months 
4 Steroids, antibiotics, 3 units blood Partial Unknown Unknown Unknown 
5 ACTH, steroids, 6-mercaptopurine, Complete, 28 months Dermal and gastrointestinal Leukemic infiltration, petechiasis 
2 units blood 24 months hemorrhage is of all major viscera and central 
nervous system; death due to 
gastrointestinal hemorrhage 
6 No chemotherapy; 1 unit blood Partial Unknown Paresis of right lower extremity; Unknown 
leukemic of lumbar 
spine, pelvis, skull 
y 4 Steroids, antibiotics, 2 units Complete, 7 months Unknown Unknown 
bloo 5 months 
8 Antibiotics, grocstine infusions, None 144 months Multiple hemorrhages, septicemia, Leukemic infiltration, hemorrhage ; 
6 units blood (steroids started lethargy, coma focal miliary abscesses of all 
3 days prior to death) major viscera; death due to acute 
pulmonary hemorrhage 
9 Combined Complete, 5 months Multiple hemorrhages, pulmonary Leukemic infiltration of all major 
steroid-6-mercaptopurine, 1 month infection, facial paralysis, viscera; death due to 
antibiotics, 53 units blood ophthalmoplegia pneumonia, pulmonary edema 
10 Steroid-6-mercaptopurine Partial, 8 months Skin and mucous membrane |. No autopsy; death due to 
antibiotics, 26 units bloo 2 months hemorrhage, pulmonary infection, pulmonary edema 
congestive heart failure 
11 Steroid-6-mercaptopurine, None 4 months Genitourinary and skin Leukemic infiltration of all major 
local x-ray treatment to skull, hemorrhage, pyelonephritis, facial _ viscera including central 
antibiotics, protamine infusions, paralysis, eighth nerve involvement, nervous system; death due to 
23 units blood proptosis, urinary incontinence | cerebral hemorrhage 
12 Srnenht- S-commmnamneesion, None 2% months Gastrointestinal hemorrhage No autopsy; death due to 
antibiotics, 6 units blood gastrointestinal hemorrhage 
13 6-mercaptopurine, 5 units None 3 weeks Skin hemorrhage, cardiac No auto RE death due to acute 
00 failure myocardial infarction 
14 Seuenit-E-easengeepetion, Partial, 8 months Skin and mucous membrane |. No autopsy; death due to 
antibiotics, 4 units blood 5 months hemorrhage, pulmonary infection pneumonia 
15 Steroids, antibiotics, 12 units None 1 month Skin and mucous membrane No autopsy; death due to 
ood hemorrhage, pulmonary infection, pneumonia 
ulcerative stomatitis 
16 Steroid-6-mercaptopurine, Partial, 8 months Skin, mucous membrane, and Leukemic infiltration, petechiasis o 
antibiotics, 9 units blood 5 months enitourinary hemorrhage, diplopia, all major viscera, bilatera’ 
one pain, pulmonary infection, pneumonitis; death due 
persistent headache, facial to bronchopneumonia ‘ 
paresthesias 
a7 Steroids, antibiotics, 8 Complete, 5 months Skin, mucous membrane No autopsy; death due to 
units bloo 2% months hemorrhage, toxicity multiple hemorrhages 
18 Steroid-6-mercaptopurine, Partial Unknown Cellulitis Unknown 
antibiotics, 2 units blood 
19 Steroids, antibiotics, 6 Partial, 44 months Multiple hemorrhage No autopsy; death due to ae 
units bloo 144 months cerebral hemorrhage 
20 Steroid-6-mercaptopurine, 11 None 44 months Pulmonary infection, Leukemic infiltration of all el 
units blood jaundice viscera, pneumonia; death 
to bronchopneumonia 
21 Steroids, Methotrexate Complete, 11 months Skin, mucous membrane No autopsy; death due to 
(6-mercaptopurine second 8 months hemorrhage cerebral hemorrhage 
admission), antibiotics, 3 
units blood 
22 Steroid-6-mercaptopurine, None 3 months Pulmonary infection, abscess No autopsy; death due to 
antibiotics, ACTH, 6 units on buttock, Horner’s syndrome, cerebsal hemorrhage 
lood coma, ulcerative stomatitis 
23 Steroid-6-mercaptopurine, Complete, 8 months Skin, mucous membrane Leukemic infiltration, hemorrhage 
Methotrexate, antibiotics, 4 months hemorrhage, staphylococcal of all major viscera; death due to 
20 units blood bacteremia, septicemia staphylococcal septicemia, 
pulmonary hemorrhage 
24 Steroid-6-mercaptopurine, Partial, 9 months Skin, mucous membrane, Unknown 
18 units blood 7 months genitourinary hemorrhage 
25 Steroid-6-mercaptopurine, None 2 months Gastrointestinal hemorrhage, Leukemic infiltration of all major 
antibiotics, 17 units blood pulmonary infection, septicemia viscera, pulmonary edema, Meee ee 
bronchopneumonia; death due to pire 
bronchopneumonia, septicemia 
26 Steroid-6-mercaptopurine, None 3 months Pulmonary infection, staphylococcal No autopsy; death due to 
antibiotics, ACTH, 15 units . septicemia, jaundice, staphyloccocal septicemia, 
lood ulcerative stomatitis pneumonia 
27 Steroid-6-mercaptopurine Complete, 814 months Skin, mucous membrane, Leukemic infiltration of all major 
antibiotics, 14 units bloo 5 months gesteclasenen. vaginal viscera, hepatic necrosis; death ve 
emorrhage; jaundice, due to gastrointestinal hemorrhage ei 
ulcerative stomatitis 
28 Steroids, antibiotics, 4 units Complete, 74 months Multiple hemorrhage, septicemia No autopsy; death due to cerebral 
blood (6-mercaptopurine 4 months hemorrhage, septicemia 
second admission) a 
29 Steroids, antibiotics, 16 units Complete, 514 months Multiple hemorrhage, Leukemic infiltration of all major 
blood (6-mercaptopurine 4 months pyelonephritis, pulmonary viscera, bronchopneumonia, 
second admission) infection infected bowel; death due to 
cerebral hemorrhage 
30 Steroid-6-mercaptopurine, None 14% months Skin and mucous membrane No autopsy; death due to bowel 
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hemorrhage, pyelonephritis, 
ulcerative stomatitis; 
bowel obstruction 


obstruction (peritonitis) 
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dyspnea. She was given 64 mg. of Aristocort a day, 
and Chloromycetin, and she received a total of 12 
units of fresh blood. Two weeks after admission the 
leukocyte count was 300 per cu. mm., platelets were 
20,000, and a marrow examination revealed severe 
hypoplasia. Her clinical course was characterized 
by hyperpyrexia, oral ulcerations, continued mani- 
festations of hemorrhage, and pneumonia. The pa- 
tient died on the eighteenth hospital day from 
pneumonia. 

In Case 17, a 16-year-old girl with acute lympho- 
blastic leukemia was admitted on November 1, 
1958. She complained of bruising and fatigue over 
a 4-week period. Clinically, evidence of hemor- 
rhage, splenomegaly, and hepatomegaly was pres- 
ent. A hemogram on admission showed severe 
anemia; the hemoglobin was less than 4 grams per 
100 ce. Her leukocyte count was 54,500 with 64 
per cent lymphoblasts, and her marrow contained 
80 per cent blast forms. The platelet count was 
25,000. She was given 64 mg. of Aristocort per day, 
and she received 8 units of fresh blood as well as 
several antibiotic combinations. The course was 
characterized by persistent and uncontrollable epi- 
staxis, lethargy, and coma. Death occurred on the 
twenty-third hospital day from nasal and uterine 


hemorrhage and a possible cerebral hemorrhage. ; 


A leukocyte count 4 days before death showed 
409,000 leukocytes with 90 per cent blast forms. 

2. 6-Mercaptopurine therapy. One patient, a 77- 
year-old man (Case 13) had acute myeloblastic 
leukemia complicated by congestive heart failure. 
He had severe anemia and thrombocytopenia, and 
a peripheral smear showed 64 per cent blast forms. 
A dosage of 2.5 mg. per kilogram of body weight 
per day of 6-mercaptopurine and measures to con- 
trol his cardiac involvement were administered. He 
died suddenly on the ninth hospital day of an acute 
myocardial infarction. 

3. Combined 6-mercaptopurine and steroid ther- 
apy. Twelve patients (Cases 9, 12, 14, 16, 18, 20, 22, 
24, 25, 26, 27, and 30) received combined 6-mer- 
captopurine and steroid treatment. If a patient re- 
ceives at least 2.5 mg. of 6-mercaptopurine per 
kilogram of body weight for 6 weeks or until 
definite suppressive effect occurs, treatment is con- 
sidered adequate.! More recently,23 dosages of 
6-mercaptopurine up to 5 or 6 mg. per kilogram 
of body weight have been used. The adrenocortical 
steroids are used in conjunction with 6-mercapto- 
purine for their beneficial effects in controlling the 
hemorrhagic state, in suppressing the hypersplenic 
influence, and for their support of the general well- 
being of the patient. However, steroids may be 
detrimental in myeloblastic leukemia; in such cases 
steroids may produce a rapid rise in the leukocyte 
count.!.24 In addition, before the antimetabolite has 
the opportunity to exert its suppressive effects, the 
inclusion of steroids during therapy is beneficial in 
the treatment of rapidly enlarging leukemic tumor 
masses.! 

Ten of these 12 patients had myeloblastic leuke- 
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mia; 2 had lymphoblastic leukemia. There were 2 
children, 2 young adults, and 8 adults included in 
this treatment series. Complete remissions were ob- 
tained in 2 patients (16 per cent); partial in 4 
patients (33 per cent); and no remission in 6 pa- 
tients (50 per cent). The duration of remissions 
ranged from 1 to 7 months. The total survival in 
the group having remissions ranged from 5 to 9 
months; the median survival was 8 months. In pa- 
tients not benefiting from treatment, the median 
survival was 3 months. The median survival for 
these 12 cases was 5% months, which is similar to 
the group of patients treated with steroids alone. 

Discussion and analysis of those patients who 
experienced no suppression of the leukemic process 
include Cases 12, 20, 22, 25, 26, and 30. 

In Case 30, a 67-year-old woman with myelo- 
blastic leukemia died in the second week of treat- 
ment of bowel obstruction and peritonitis. In Case 
26, a 56-year-old man with myeloblastic leukemia 
had a marrow conversion, but he remained severely 
agranulocytic and thrombocytopenic; he died from 
an uncontrollable staphylococcal septicemia. In 
Case 25, a 54-year-old man with acute myeloblastic 
leukemia obtained a marrow remission 1 month 
after institution of treatment, but also succumbed 
because of septicemia. In Case 22, a 52-year-old 
woman with acute lymphoblastic leukemia died of 
cerebral hemorrhage following a short period of 
coma. A bone marrow study 3 days prior to death 
revealed marked hypoplasia attributed to the 6-mer- 
captopurine therapy. At the same time, a peripheral 
count showed a leukocyte count of 600 per cu. 
mm. with 9 per cent lymphoblasts, 40 per cent lym- 
phocytes, 35 per cent segmented neutrophils, and 
12 per cent stab cells. Platelets were numerous. 

In Case 20, a 72-year-old man with acute myelo- 
blastic leukemia received 6-mercaptopurine and 
steroids for 6% weeks. Clinical evidence of infection 
was present, but antibiotics were not given. Ter- 
minally, a leukocyte count showed moderate leuko- 
penia with 94 per cent blast cells. This is a case in 
which the antimetabolite had no suppressive effect 
on the leukemic process; the patient died of bron- 
chopneumonia and extensive leukemic infiltration. 

In Case 12, a 10-year-old girl who weighed 30 
kilograms, who was diagnosed as having acute 
myeloblastic leukemia, received 20 mg. of Sterane 
per day and 75 mg. 6-mercaptopurine for a total 
of 5 weeks. This patient had 91,000 leukocytes with 
50 per cent blast forms on admission. Two days 
before death, a leukocyte count was 262,000 per 
cu. mm. with 73 per cent blast and bizarre forms, 
13 per cent atypical promyelocytes, and 13 per cent 
lymphocytes. Despite adequate treatment, the pa- 
tient developed a blastic crisis and severe throm- 
bocytopenia and died of massive gastrointestinal 
hemorrhage. 

In summary, of the above 6 cases, 2 patients did 
not respond at all, and 4 patients had hematologic 
improvement but died of hemorrhage or severe 
uncontrollable sepsis. 
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3. Combined folic acid antagonists and steroids. 
Three patients (Cases 1, 3, and 21) received com- 
bined steroid and folic acid antagonists as therapy. 
Methotrexate is considered the folic acid antagonist 
of choice. Adequate dosage is 1.25 mg. per day for 
children under 18 months of age; 2.5 mg. per day 
for children 2 to 8 years of age; and 5 mg. per day 
for older children. In adults, 5 to 10 mg. per day 
are recommended.!}9.24 On the other hand, Dame- 
shek and Gunz‘ favor the use of Aminopterin: 0.5 
mg. per day in children, and 1 mg. per day in 
adults. 

Folic acid antagonists are administered daily for 
as long as 3 to 8 weeks until evidence of hema- 
tologic improvement is seen or toxicity occurs. The 
effect of these agents may be delayed 7 to 10 days, 
particularly if the initial blast count is very high. 
However, the leukocyte count may drop precipi- 
tiously to 50 per cent of its initial value in 2 to 3 
days. Should this be observed, the drug should be 
withheld for 48 to 72 hours, as a continued drop 
after drug withdrawal can be anticipated. The 
steroids should be continued because of their stimu- 
lating effect on myelopoiesis, which hastens the 
recovery of normal marrow elements after the folic 
acid antagonists have been effective in blocking the 
pathologic leukopoiesis.4-9.24,25 

One of the early toxic manifestations of folic acid 
antagonists which necessitates at least a temporary 
withdrawal of the drug is the development of oral 
lesions. These lesions characteristically appear as 
white or yellow ulcerations surrounded by an area 
of erythema, and may be located anywhere on the 
buccal mucosa or lips. Their appearance presages 
the development of similar lesions in the remainder 
of the gastrointestinal tract.24 

The primary toxic reaction, as is seen with 6-mer- 
captopurine, is bone marrow depression involving 
one or all of the marrow elements. Anorexia, nau- 
sea, and vomiting accompanied by diarrhea may 
occur several days before leukopenta is demon- 
strated. When these reactions are first detected, 
they are best managed by withdrawing the drug 
for a few days. Treatment may subsequently be 
resumed with reduced dosages when these signs 
and symptoms have subsided.} 

The administration of folic acid antagonists is 
continued daily until either toxicity or relapse is 
noted. In the case of relapse, further deterioration 
may occur if the dose of the folic acid antagonist 
is increased. Instead, either the institution of a 
different antimetabolite such as 6-mercaptopurine, 
or massive doses of adrenal-cortical steroids, up to 
1,000 mg. per day of prednisolone,?®.27 may be used. 

In children, folic acid antagonists may produce 
complete remissions in 30 per cent of cases, and 
partial remissions in 28 per cent. In adults, remis- 
sions occur in only 5 to 10 per cent of cases; other 
agents are recommended as the initial therapy in 
patients over 15 years of age.4:9:28 Once a remission 
has been obtained, maintenance therapy is con- 
tinued at the same dosage level; however, frequent 
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bone marrow examinations should be performed to 
discern evidence of relapse or bone marrow depres- 
sion. In the event of severe toxic reactions ascribed 
to folic acid antagonists, the intramuscular admin- 
istration of 3 mg. of Leucovorin can be considered 
a specific antidote.9 

Of the 3 patients treated in this manner, Case 1 
was characterized by a partial remission for 3 
months; Case 3 by a partial remission for 6 months; 
and Case 21 by a complete remission lasting 8 
months. 

In Case 21, a 3-year-old boy with acute lympho- 
blastic leukemia was admitted with purpura, sple- 
nomegaly, and generalized adenopathy. He had 
been given blood for severe anemia prior to admis- 
sion to the Detroit Osteopathic Hospital. A marrow 
examination revealed 75 per cent lymphoblasts; the 
leukocyte count was 56,000, with 66 per cent blast 
forms; and severe thrombocytopenia was present. 
The patient was given 1.25 mg. of Methotrexate 
every 48 hours, 32 mg. of Aristocort per day, and 
penicillin. One month later, his leukocyte count was 
5,400; the differential count showed 1 per cent band 
cells, 55 per cent segmented neutrophils, 41 per cent 
lymphocytes, and 3 per cent monocytes, and a 
platelet count was 142,000. No further bleeding oc- 
curred and the splenic enlargement regressed. The 
patient was discharged in complete remission on 
maintenance therapy of 1.25 mg. of Methotrexate 
every third day. 

He was readmitted 8 months later with a blastic 
relapse which was unresponsive to 6-mercapto- 
purine and steroids, and he died suddenly 4 weeks 
later following a convulsion. 

The ultimate survival of the other 2 patients is 
unknown. 

5. Combined 6-mercaptopurine and steroids with 
folic acid antagonists. In Case 23, a 19-year-old man 
with subacute myeloblastic leukemia received ster- 
oids, 6-mercaptopurine, and folic acid antagonists. 
He experienced a complete remission lasting 4 
months. 

Three patients (Cases 2, 6, and 8) received only 
symptomatic care; no chemotherapy was given. In 
Case 2, a 34-year-old woman with lymphoblastic 
leukemia received symptomatic and _ supportive 
care; she exsanguinated 3 months from the onset of 
symptoms from uncontrollable and persistent gas- 
trointestinal and uterine hemorrhage. In Case 6, a 
5-year-old girl with lymphoblastic aleukemic leu- 
kemia, whose only clinical evidence of disease was 
pain and paresis of the right lower extremity, was 
discharged 10 days after admission. Her subsequent 
course is not known. In Case 8, a 62-year-old wom- 
an with subleukemic myeloblastic leukemia died on 
the seventh hospital day from an acute pulmonary 
hemorrhage. 


The course of leukemia 


The course of the disease is known in 21 patients 
in this study. Four major characteristics of the dis- 
ease are herein discussed. 
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1. Hemorrhage. A major hemorrhagic state de- 
veloped at some time in 21 patients (78 per cent). 
Bleeding into the skin was the most frequent site 
of hemorrhage, occurring in 81 per cent of cases. 
Bleeding from the mucous membranes occurred in 
72 per cent of cases. Gastrointestinal hemorrhage 
occurred in 48 per cent. Bleeding from the geni- 
tourinary tract and kidney was present in 48 per 
cent. Multiple hemorrhage occurred in 24 per cent 
of the patients. 

Thrombocytopenia and a preponderance of im- 
mature cells were associated with major hemor- 
rhage. In all patients who derived complete or par- 
tial remissions from therapy, there was a cessation 
of bleeding and an increase of the platelet count 
to 150,000 or greater. A recurrence of hemorrhage 
from the skin or mucous membrane was the most 
frequent early clinical indication of a blastic re- 
lapse. 

2. Sepsis or infection. In 63 per cent of all the 
patients with a known course severe infections de- 
veloped during the disease; 64 per cent of this 
group developed pulmonary infection. 

Pyelonephritis constituted 14 per cent of the 
complicating infections. Antibiotic-resistant proteus 
and pseudomonas organisms were responsible for 
these infections. 

Staphylococcal septicemia complicated and _ter- 
minated the course of the disease in 30 per cent of 
the patients who developed a major complicating 
infection. This was often associated with a blastic 
crisis and proved extremely resistant to treatment. 

Infection was associated with major hemorrhage 
in 44 per cent of the total cases. The presence of 
fulminant septicemia associated with severe hemor- 
rhage was encountered in 15 per cent. 

The first indication of complicating infection in 
our patients was the commencement of marked 
hyperpyrexia. Fever in a patient with acute leu- 
kemia may be either a manifestation of the leukemic 
process itself or may signal a complicating infec- 
tion.29 Fever at the time of the initial diagnosis of 
leukemia is more likely to respond to antileukemic 
treatment alone, while fever associated with a 
relapse is more likely to be caused by infection. 

A temperature of 104 F is usually associated with 
infection. However, the character of the tempera- 
ture curve is of little value in differentiating fever 
due to infection from fever due to “tissue destruc- 
tion effects” produced by a rapid turnover of large 
numbers of leukocytes. The most frequent varieties 
of infection encountered by Raab and his associ- 
ates?” were septicemia, pneumonia, cellulitis, local 
abscess, otitis media, pharyngitis, and pyelonephri- 
tis. Staphylococcal and enteric bacilli were the most 
frequent causes of blood-borne infection. The organ- 
isms associated with specific sites of infection are 
Escherichia coli, coagulase-positive Staphylococcus 
aureus, and Pseudomonas aeruginosa. On occasion, 
relatively avirulent organisms are responsible for 
serious clinical infections.!8 

The management of a complicating infection in 
the leukemic patient must be predicated upon 
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identifying the causative organism. Cultures of the 
blood, throat, and urine are indicated in all febrile 
episodes. Whenever possible, bacteriocidal agents 
should be used in preference to the broad-spectrum 
antibiotics. However, adequate antileukemic treat- 
ment resulting in a suppression of the leukemic 
process is necessary if the patient is to overcome 
the infection.29 

Disseminated secondary fungal infections in pa- 
tients with both acute and chronic leukemia have 
become a problem in recent years. Candidiasis, 
cryptococcosis, histoplasmosis, and mucormycosis 
have accounted for the increased incidence of fun- 
gal infections. The increasing frequency of com- 
plicating disseminated fungal infections may be 
related to the use of antibiotics, adrenal steroids, 
and the antileukemic agents.1§ 

The occurrence of clostridial gas gangrene with 
septicemia has also been reported as a complica- 
tion of leukemia.*° 

3. Neurologic involvement. Involvement of the 
central nervous system was evident clinically in 26 
per cent of cases. This was most often manifest in 
the terminal phase of the disease. Seventh nerve 
paralysis was present in 57 per cent of those pa- 
tients with neurologic involvement. Other localizing 
neurologic signs were ophthalmoplegias, Horner's 
syndrome, proptosis, and eighth nerve involvement. 

A frequent event in several of our patients was 
the development of progressive lethargy terminat- 
ing in coma and death. Although not all of these 
patients exhibited focal neurologic signs, it can be 
assumed that the brain was involved. In acute leu- 
kemia, the incidence of intracranial complications 
attributed to leukemic infiltration has increased. 
These develop and progress despite amelioration of 
the disease elsewhere in the body. One explanation 
for this apparent paradox is that the antileukemic 
agents do not readily diffuse into the spinal fluid.’ 
It is possible that antileukemic therapy which pro- 
longs the life of the patient allows for infiltration of 
leukemic cells into the central nervous system, par- 
ticularly the meninges. Such intracranial complica- 
tions are particularly common in children who have 
been treated extensively.!4 

While postmortem evidence of involvement of 
the nervous system is comparatively common in 
patients dying from leukemia, by no means do all 
of these patients present clinical signs of nervous 
disease. The following neurologic symptoms and 
signs are presented by Dameshek and Gunz? as 
occurring in leukemia: headache, vomiting, papil- 
ledema, hemiplegia (as a symptom of cerebral 
hemorrhage ), cranial nerve palsies, ataxia, delirium, 
coma, Jacksonian epilepsy, and signs simulating 
meningitis. Perhaps the most characteristic of the 
long-standing symptoms are those caused by the 
involvement of the cranial nerves, and of these the 
seventh nerve has been most frequently mentioned. 
Paralysis of the seventh nerve is usually sudden, 
complete, and may be bilateral, and it rarely re- 
solves completely with treatment of the disease.* 

Moore and associates*! made a pathologic study 


of the central nervous system in 117 consecutive 
cases of acute leukemia. They were able to cate- 
gorize central nervous system lesions in leukemia 
into three broad groups: hemorrhage, leukemic in- 
filtration, and infection. A distinctive type of intra- 
cerebral hemorrhage was found to be associated 
with a blastic crisis occurring in patients with acute 
leukemia. This type of hemorrhage was not neces- 
sarily related to thrombocytopenia, but was char- 
acteristically associated with the development of 
a rapidly rising leukocyte count. Their clinical and 
laboratory data indicated that factors other than 
thrombocytopenia were responsible for this type 
of intracerebral hemorrhage. Pathologically, they 
demonstrated that the bleeding was confined to 
the white matter. Microscopically, leukostasis with- 
in the vessels and leukemic nodules within the 
white matter were found. The incidence of this 
type of intracerebral hemorrhage was found to be 
directly related to the magnitude of the peripheral 
leukocyte count at the time of death. 

Freireich and his associates?? reported that intra- 
cranial hemorrhage accounted for 22 per cent of 
the deaths in their series, and that 50 per cent of 
these were associated with fulminant leukocytosis 
and blastic crisis. The other forms of intracranial 
hemorrhage seen were primarily subdural or sub- 
arachnoid hemorrhage. This type of bleeding can 
be correlated with severe thrombocytopenia, as this 
is the type of intracranial hemorrhage seen in 13 
per cent of patients with idiopathic thrombocyto- 
penia purpura who develop intracranial bleeding. 

The clinical syndrome of meningeal leukemia re- 
sulting from increased intracranial pressure was 
described by Moore and associates?! as occurring 
in 25 per cent of their cases. Clinically, the syn- 
drome is identified by headache, nausea, emesis, 
lethargy, convulsions, papilledema, and cranial 
nerve palsies. It was most frequently seen in chil- 
dren with acute lymphoblastic leukemia. Premortem 
diagnosis is made by lumbar puncture, in which 
increased pressure is found associated with a pleo- 
cytosis of leukemic cells. Pathologically, leukemic 
infiltration in the meninges is always found, with 
the arachnoid being involved in 70 per cent of 
the cases. There is a definite association between 
arachnoid infiltration and hydrocephalus; it is sug- 
gested that leukemic infiltration in the arachnoid 
causes obstruction of the spinal fluid flow resulting 
in hydrocephalus.3! 

Symptomatic relief of the syndrome has been 
accomplished by local irradiation to the skull, 50 
roentgens daily for 5 to 10 days, and by the in- 
trathecal instillation of Methotrexate in a single 
dose of 0.1 mg. to 0.5 mg. per kilogram of body 
weight. Improvement in neurologic manifestations 
may occur within 4 to 18 days.1:28 

4, Other complications. Ulcerative stomatitis and 
pharyngitis were a particularly painful and poten- 
tially serious complication in 18.5 per cent of our 
cases. Oral intake of medication and nutrition often 
had to be stopped in their presence. Complicating 
infection of these ulcers was a frequent occurrence. 
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Jaundice of a significant degree was associated 
with the above complication in two instances. The 
occurrence of jaundice associated with the use of 
6-mercaptopurine has been reported to occur in 
33 per cent of the patients and has been attributed 
to intrahepatic biliary stasis. 

Severe bone pain was present in 2 patients. 
Dameshek and Gunz! report the incidence of bone 
lesions in leukemia in about 50 per cent of the 
children affected. However, such changes are not 
well correlated with the clinical findings. The pain 
of bone involvement is chiefly caused by the pres- 
ence of rapidly proliferating leukemic cells. 

Two patients developed clinical and roentgeno- 
graphic evidence of dynamic bowel obstruction in 
the terminal phase of their disease. Involvement 
of the bowel, like that of the stomach, is usually 
silent clinically, and any area of the intestinal tract 
may be affected. Hemorrhage, perforation, and 
intussusception have been reported as complica- 
tions. However, chemotherapy by itself is capable 
of causing gastrointestinal lesions, and it is at 
times difficult to be certain whether the lesion was 
the result of the disease or of the treatment.4 

Cardiac arrhythmias were present in 2 patients. 
Infiltration of the heart with leukemic cells is found 
at autopsy in 34 per cent of leukemia patients. The 
lesions are usually myocardial and consist of small 
interstitial foci. The most likely effect of leukemic 
infiltration would be interference with the con- 
ductive mechanism in cases where the bundle of 
His had been damaged.4 


Survival 


Duration of survival was determined from the onset 
of symptoms to death. The total survival was known 
in 25 of the 30 cases reported in this study. Sur- 
vival times are expressed as “median survival” as 
described by Tivey.6 The median survival was 
determined by reading the straight line drawn at 
the 50 per cent intercept when the cumulative 
percentage dead at monthly intervals was plotted 
against time. 

Tivey,® in his review of acute leukemia, reported 
that he treated only by the use of blood transfusions 
and antibiotics. He found the median survival from 
onset of symptoms to death, as follows: in children 
with acute lymphoblastic leukemia, 3.6 months; 
in children with acute granulocytic leukemia, 4.2 
months; and in children with acute monocytic leu- 
kemia, 2.6 months.’ Median survival in adults with 
acute lymphoblastic leukemia was 3.8 months; acute 
granulocytic, 5.2 months; and acute monocytic, 3.1 
months. The median survival for all types of leu- 
kemia in children was 2.7 months, and in adults, 
3.3 months. 

In our study, 23 of the 25 patients in whom 
survival is known received specific chemotherapy 
in addition to supportive care. The remaining 2 
were given supportive therapy only. The median 
survival of all cases, regardless of age or type of 
leukemia, was 54% months. The median survival in 
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children regardless of type of leukemia was 7 
months; the median survival for adults was 4% 
months. 

With regard to the morphologic classification of 
leukemia, the median survival for patients with 
myeloblastic leukemia was 5 months; for lympho- 
blastic leukemia, 6% months. 

Comparison of age and type of leukemia shows 
that the survival of children with lymphoblastic 
leukemia was 8% months, and of adults with the 
lymphoblastic type, 5% months. Children with my- 
eloblastic leukemia had a median survival of 6 
months; adults with the myeloblastic type survived 
4% months. 

Survival is compared with percentage of blast 
cells on the initial peripheral smear, with these 
results: the median survival for all patients, regard- 
less of the type of leukemia, but with more than 
40 per cent blast forms, was 5 months. When the 
initial peripheral smear had less than 40 per cent 
blast forms, the median survival was 6% months. 

The initial degree of leukocytosis in correlation 
with survival reveals that patients who were ad- 
mitted with a leukocyte count of 10,000 or less 
had a median survival of 7 months. When the 
admitting leukocyte count was higher than 10,000, 
median survival was 5% months. These results bear 


out the general consensus that patients with initial’ 


counts under 10,000 have a better prognosis than 
patients with leukocytosis on admission. Gunz and 
Hough® could not correlate the initial leukocyte 
count or percentage of blast cells with the duration 
of the disease. Their series, however, dealt ex- 
clusively with acute leukemia in patients over 50 
years of age. The disease in the older patient has 
an insidious onset as compared to the younger 
victim, but is more resistant to treatment and has 
a more fulminant course once the disease is mani- 
fest. 

The median survival for those patients who de- 
rived no benefit from therapy was 2.7 months. For 
those patients in whom a partial remission was 
achieved, the median survival was 7% months. In 
those patients experiencing a complete remission, 
the median survival time was 8% months. In the 
latter group, those with lymphoblastic leukemia 
had a median survival of 9 months. 

It is generally agreed that adults do poorly with 
or without chemotherapy, and this difference is 
attributed to the more frequent occurrence of my- 
eloblastic leukemia in adults. The current chemo- 
therapeutic agents are for the most part effective 
against lymphoblastic types of leukemia and are 
of only limited value in myeloblastic types. Tivey® 
stated in 1954 that the prognosis for survival of the 
patient afflicted with acute leukemia is probably 
at least double that of the period before antimeta- 
bolic and hormonal agents became available. That 
treatment will cause remission in the course of the 
disease, leading to either a full or partial suspension 
of all clinical and hematologic abnormalities, is 
recognized. The duration of such remissions is 
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highly variable and unpredictable. The present 
agents are not uniformly successful in all patients 
to whom they are administered, and there are cases 
in all series which prove completely resistant to 
treatment.4 This is found at all ages, although less 
often in children than in adults. Notably, however, 
Van Slyck,33 after reviewing his series of 18 cases 
of acute leukemia in adults, concluded that the 
over-all prognosis has not changed appreciably with 
the advent of antimetabolites and other chemo- 
therapeutic agents. 

Haut and associates34 evaluated survival of pa- 
tients with acute leukemia in whom specific chemo- 
therapy was used during 1954 to 1957. The median 
survival for all cases was 8 months. Children with 
lymphoblastic leukemia attained a median survival 
of 10 months; patients without regard for age with 
myeloblastic leukemia survived 5% months. These 
figures represent the results obtained in selected 
cases, because patients who were too ill on admis- 
sion to receive one of the antileukemic agents, other 
than steroids, and patients who died early during 
the course of treatment, were not included in the 
reported series. These workers further concluded 
that the administration of three agents, of which 
one was 6-mercaptopurine, was responsible to a 
great extent for the increased survival as compared 
to patients in an earlier study, 1947 to 1954, when 
6-mercaptopurine was not available. 

Heyn and his coworkers,3* reporting on survival 
in children with acute leukemia, who received 6- 
mercaptopurine or a combination of 6-mercapto- 
purine and Azaserine, found that the median sur- 
vival for the 6-mercaptopurine group was 12% 
months. Again, however, patients who were too ill 
on admission and were not expected to survive long 
enough for treatment to be effective were excluded. 

In conclusion, the use of specific chemotherapy 
employed in a system of continuous administration 
with a succession of agents has definitely produced 
periods of well being, with patients leading normal 
and useful lives during remission. However, further 
inspection of the statistics emphasizes that invaria- 
bly survival has been significantly increased only in 
childhood leukemia. This is primarily because of 
the preponderance of lymphoblastic leukemia dur- 
ing that age period. At present, the treatment of 
myeloblastic leukemia is highly resistant to all 
available therapies. Although there is no cure, and 
all remissions are temporary with present methods, 
palliative chemotherapy has its place. Trials of 
antileukemic agents can contribute to longevity. 
while definitive therapy or prophylaxis is sought.!-34 


Cause of death 


The cause of death is known in 23 of the 30 patients. 
Hemorrhage caused death in 11 of these patients 
(48 per cent); cerebral hemorrhage accounted for 
5 (45 per cent) of these 11 death. Infection caused 
death in 8 patients (35 per cent). Of the infections, 
septicemia terminated the disease in 4 (44 per cent) 


of the 9 patients. Death due to combined hemor- 
rhage and septicemia occurred in 2 patients (8 
per cent). 

Miscellaneous causes, including myocardial in- 
farction, and pulmonary edema, caused death in 
2 patients (8 per cent). The causes of death in 
any study of a series of cases of acute leukemia 
invariably include hemorrhage and infections, as 
is borne out by this study and those of Van Slyck,%* 
Gunz and Hough,’ and Southam and his cowork- 
ers.16 


Summary 


Thirty cases of acute leukemia, seen at the Detroit 
Osteopathic Hospital from 1954 through 1960, have 
been reviewed. Clinical and hematologic data, ther- 
apy employed, course, and survival have been 
specifically discussed. Current literature pertaining 
to each of these aspects has been correlated with 
the case material. 

Data on the incidence of leukemia, age and sex 
distribution, and current concepts referring to the 
etiology have been presented. The importance of 
exposure to ionizing radiation as a leukemogenic 
agent has been mentioned. 

Clinically, the major symptom complex of our 
patients was fatigue and evidence of a hemorrhagic 
diathesis associated with the presence of infection. 
Physical examination frequently disclosed the pres- 
ence of pallor, petechiae, purpura, lymphadenopa- 
thy, and splenomegaly. In conjunction with the 
aforementioned clinical features, the importance of 
eliciting a positive Wintrobe sign is stressed. Anemia 
and thrombocytopenia were present in virtually all 
cases. 

Mechanisms in the production of the anemia and 
the hemorrhagic state have been discussed. Specific 
chemotherapy administered to our patients included 
steroids, 6-mercaptopurine, folic acid antagonists, 
and supportive measures. Hemorrhage, sepsis or 
infection, neurologic involvement, and other com- 
plications as characterizing the course of the dis- 
ease process have been noted. Remissions and 
medians of survival time have been discussed with 
reference to specific categories of age, type of leu- 
kemia, and therapeutic measures employed. 


I am indebted to Dr. Sidney J. Katz, Associate 
Pathologist at the Detroit Osteopathic Hospital, for 
his guidance and many helpful suggestions, for re- 
viewing all the peripheral smear and bone marrow 
slides of the patients included in this study, and for 
helping with the final manuscript. 
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An extrapyramidal reaction to 


triflupromazine: Case report 


KARNIG TOMAJAN, B.S., D.O., M.D., F.A.C.O.S.,* 
Boston, Massachusetts, and CHARLES P. PRITCH- 
ARD, B.S., D.O., Philadelphia, Pennsylvania 


On the evening of November 29, 1960, a 17-year-old 
white girl was admitted to the Massachusetts Osteo- 
pathic Hospital. 

She had had laryngitis and coryza since Novem- 
ber 23, 1960. She had been treated at home for 4 
days before admission with demethylchlortetracy- 
cline, 150 mg. capsules four times daily. On the 
evening before admission she had become nause- 
ated and had vomited. At that time she was started 
on proclorperazine dimaleate, 5 mg. tablets three 
times daily. Nausea and vomiting had persisted up 
to the time of her admission to the hospital. 

On admission, she had no acute abdominal pain 
but complained only of abdominal discomfort. She 
described having increased urinary frequency, but 
no dysuria. Her bowel function had been normal 
until the day before admission, when she had had 
one episode of diarrhea. She reported that her 
laryngitis was better, but that she still had a sore 
throat. Her temperature had not been elevated at 
any time during the illness at home. 

She had gone through her menarche at age 16, 
and had experienced a normal menstrual period 
ending 6 days before admission. Her tonsils and 
adenoids had been removed in 1959, and her ap- 
pendix in 1950. The remainder of the system history 
was noncontributory. 

Examination revealed an asthenic, underdevel- 
oped female with a sallow complexion and dry skin. 
Her tongue was dry. Her eyes, ears, nose, and 
throat were normal, although there was some an- 
terior cervical lymphadenopathy. Her heart and 
lungs were normal to auscultation. Palpation of the 
Dr. Tomajan is chief of the Department of Surgery at the Massa- 


chusetts Osteopathic Hespital, Boston, and Dr. Pritchard was chief 
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abdomen revealed apparent discomfort in the epi- 
gastrium and left hypochondrium. There was 
no apparent tenderness or rebound phenomenon. 
There was some muscular guarding in the lower 
right abdominal quadrant, and a small mass (prob- 
ably fecal) about 3 cm. in diameter. A complete 
pelvic examination was not performed at this time. 
Rectal examination was negative, and the uterine 
cervix was normal on palpation. The remainder of 
the examination was noncontributory. The blood 
pressure was 120/78; pulse rate was 70; and respi- 
rations were 16 per minute. 

Admission laboratory work showed a hematocrit 
reading of 45 per cent, hemoglobin of 15.1 grams, 
and 7,200 leukocytes per cubic millimeter, with 
a differential count of 66 per cent segmented neu- 
trophils, 30 per cent lymphocytes, and 4 per cent 
stab cells. Blood sugar was 88 mg. per 100 cc., and 
nonprotein nitrogen was 20.5 mg. The urine was 
clear yellow, with a pH of 6.0, specific gravity of 
1.005, a trace of albumin, and plus 3 acetone. 
Microscopic examination showed numerous bac- 
teria and yeast forms. A Hinton test was negative. 

A roentgenogram of the chest taken on Novem- 
ber 30 showed possible emphysema of the right 
lung. Recumbent and semierect films of the abdo- 
men were considered within normal limits except 
for a distended urinary bladder. A catheter was 
inserted, and a recheck film showed no abnormal- 
ities. 

On admission, the patient was put at bed rest, 
and was given 50 mg. of meperidine hydrochloride 
intramuscularly every 4 hours as needed, and 10 
mg. of triflupromazine hydrochloride four times 
daily thereafter. She was also given. 1 liter of Hart- 
mann’s solution intravenously, with 1 gram of ascor- 
bic acid added. 

On the second hospital day, roentgenograms 
were taken, and an enema was given, with good 
results. She was given another liter of intravenous 
fluid consisting of 10 per cent fructose in water 
with 1 gram of ascorbic acid added. She continued 


to receive triflupromazine hydrochloride, 10 mg. 
intramuscularly four times daily, for her nausea. 

Early the next morning (3:00 a.m.) she com- 
plained of insomnia and was given 50 mg. of pe- 
peridine hydrochloride intramuscularly. She slept in 
naps most of the morning. At 11:00 a.m. she was 
given 10 mg. of triflupromazine intramuscularly. 
She became extremely lethargic. Later she asked 
for water to drink and then requested the bed pan. 

By 1:30 p.m. she responded only in whispers. 
Her pulse was of good quality, and rate was 80 
per minute; her blood pressure was 124/80. She 
lay supine with her eyes rolled up, lids open, and 
mouth open. Her pupils were equal and active in 
response to light. She closed her lids when a light 
beam was directed into her eyes. Her breathing 
was shallow but not labored. Her heart and lungs 
were normal to auscultation. 

She was given 2 cc. of coramine intramuscularly, 
but no effect was noted. An additional 5 cc. were 
then given intravenously. Her respirations improved 
and she seemed clinically better. Some twitching 
of her facial muscles was noted, together with pe- 
riodic spasms of her posterior cervical musculature, 
approaching opisthotonos. The triflupromazine was 
discontinued at this time. 

Later that evening (7:30 p.m.) the patient be- 
came incontinent, but she appeared to be lying 
comfortably, with her eyes closed. She voluntarily 
closed her lids when they were opened by the 
examiner. Her pupils were small, equal, and active 
in their response to light. Her patellar reflexes were 
equal bilaterally, but no biceps or triceps reflexes 
could be elicited. No unusual neurologic signs were 
noted. The patient responded to a voice by looking 
at the speaker, but not otherwise. Her pulse at this 
time was 110 per minute, and her blood pressure 
was 110/80. The patient was warm and showed 
no signs of shock at any time. 

By midnight of December 1, the spasms of the 
face and neck were gone, and the patient was resting 
comfortably. The next day, December 2, she ap- 
peared much as before, although she had requested 
water during the night. A Foley catheter was in- 
serted, and the patient received the following in- 
travenous fluids: 1 liter of 10 per cent fructose in 
water with 1 gram of ascorbic acid and 1 ampule of 
multiple vitamins added, and 1 liter of Hartmann’s 
solution with 10 cc. of a 10 per cent solution of 
calcium gluconate added. She was examined by a 
neurologist, who suggested a spinal tap, but whose 
thoughts were otherwise inconclusive as to the 
origin of the patient’s symptoms. 

A spinal tap was performed at the level of the 
fourth lumbar vertebra. The spinal fluid was clear 
and colorless, and the manometer registered a 
pressure of 50 mm. of water. With Queckenstedt’s 
maneuver, the pressure rose to 175 mm. of water. 
After the pressure on the jugular veins was released, 
the pressure dropped again to 60 mm. of water. 
Cell count revealed 0 to 1 leukocyte per cubic 
millimeter. 

On December 1, a heterophil agglutination test 
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was positive in a dilution of 1:448; it was rechecked 
on December 5 and found to be positive in a dilu- 
tion of 1:28. A culture of urine showed no growth 
after 48 hours. A serum calcium test on December 
2 was recorded as 3.9 mEq. per liter. The blood 
sugar was rechecked and found to be 115 mg. per 
100 cc. Nonprotein nitrogen was 39.5 mg. per 100 
ce., and blood-urea nitrogen was 20.5 mg. Tests for 
serum calcium and phosphorus were repeated on 
December 5 and found to be 5.6 mEq. and 2.7 
mEq. per liter respectively. A recheck blood count 
was also done on December 5; hematocrit was 40 
per cent, hemoglobin was 12.2 grams, and leukocyte 
count was 8,600 with a differential of 61 per cent 
segmented neutrophils, 38 per cent lymphocytes, 
and 1 per cent monocytes. 

At 6:30 p.m. on December 2 the patient was 
examined by an internist, who noted the patient to 
be in the same aphonic state, with her mouth open 
and her eyes rolled upward. She did, however, 
respond to simple questions and commands by 
shaking her head and holding up her fingers. There 
were no remarkable neurologic signs, although a 
slight fever (99.0 F.) and tachycardia were present. 

The mother stated that the child had been ill, 
definitely feared coming to the hospital, and cried 
on the way. The internist felt that fear of hospitali- 
zation and a drug reaction seemed an adequate 
explanation for her present condition. He advised 
that all medication be stopped, and that tender, 
loving care be lavished on the patient by her 
family and those in attendance. That night, Decem- 
ber 2, the patient became alert and responsive, and 
she took more than 200 cc. of fluids by mouth. 

The following morning, December 3, the patient 
seemed quite normal, reactive, and hungry. She 
ate a good breakfast and was then ready to go 
home. The rag doll which she had brought in with 
her was still held constantly. During the remainder 
of the day she ate and reacted normally in all ways. 
She began to menstruate on December 3. The rest 
of her hospital stay was completely uneventful, and 
she progressed well up to the day of her discharge, 
December 7, 1960. 


Summary 


This 17-year-old girl was both emotionally and 
physically immature. She did not wish to leave her 
parents, and she greatly feared coming to the hos- 
pital. During her illness at home immediately before 
her hospital admission she had taken a total of 15 
mg. of proclorperazine dimaleate and 2,400 mg. of 
demethylchlortetracycline. While in the hospital 
she received 60 mg. of triflupromazine and the usual 
supportive therapy. 

It was our opinion that this patient had a definite 
drug reaction, manifesting itself neurologically as 
an extrapyramidal reaction, to one of the pheno- 
thiazine derivatives (triflupromazine). Her clinical 
picture was further complicated by the possibility 
of a hysteroid teaction and infectious mononucleo- 
sis. 
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Gallstone ileus 


JOHN A. D’ALESSANDRO, D.O.,° Detroit, Michi- 


gan 


In 1654 Bartholin published a case report of per- 
foration of a gallstone from the gallbladder into the 
jejunum.! Courvoisier,? however, justly deserves the 
credit for having directed surgical endeavor into 
the proper channels. 

In 1914, Wagner® collected 334 cases from the 
literature. Moore‘ estimated the number to be about 
400 in 1925. Walters and Snell> in 1940 stated that 
2 per cent of all obstructions of the bowel are due 
to gallstones. In 1942, Foss and Summers® collected 
an additional 150 cases. In 1943, Hand and Gil- 
more’ reported that in 12,153 cases of intestinal 
obstruction collected from the literature, gallstones 
were responsible in 208 instances (1.7 per cent). 
According to Deckoff! in 1955, the number of re- 
corded cases of gallstone ileus at that time was 555. 

W. Wortmann, quoted by Wagensteen in 1942,8 
reported a case in a 25-year-old woman and stated 
that this is the youngest age at which this type of 
bowel obstruction had been observed. 


Pathogenesis 


The usual sequence of events is cholelithiasis, acute 
cholecystitis, gangrene, and perforation of the gall- 
stone into the duodenum. 

Gallstones usually form within the gallbladder; 
they may form in the extrahepatic biliary system, 
although this is very unusual. It is of interest that 
gallstone ileus has been reported when the gall- 
bladder was not present.9 

Usually, gallstone ileus is associated with a 
cholecystoenteric fistula, which is caused by the 
escape of one or more gallstones from the gall- 
This paper, submitted in partial fulfillment of the requirements for 
certification of the American Osteopathic Board of Radiology, was 
prepared during the residency of Dr. D’Alessandro in the Department 


of Radiology of the Art Centre Hospital, Detroit, Michigan, of which 
Dr. H. Miles Snyder is chairman. 


Address, Art Centre Hospital, 5435 Woodward Ave. 


298 


bladder or common bile duct into the gastrointes- 
tinal tract. The stones enter the intestinal tract 
through the fistula and rarely through the common 
duct. The formation of the fistula and discharge of 
the gallstone presumably takes several days. The 
fistulous communications occur between the gall- 
bladder or common bile duct and the duodenum, 
stomach, jejunum, and colon. Cholecystoduodenal 
and choledochoduodenal fistulas are the usual types 
encountered. The first and second portions of the 
duodenum are most often involved. Stones that 
enter through the common duct are usually small; 
they pass through the intestines and seldom cause 
obstruction. 

The stone may obstruct the alimentary tract by 
entering the peritoneal cavity; the resultant inflam- 
mation about it may then cause kinking and extra- 
luminal obstruction. However, the most common 
method is caused by entrance of the stone into 
the lumen of the bowel, directly producing the 
obstruction. A gallstone free in the peritoneal cavity 
may ulcerate into the intestine, sometimes long 
after the perforation of the gallbladder has oc- 
curred. The stone may enter the duodenum via the 
common duct and ampulla of Vater. This has been 
a controversial point. Murphy!® reported a case in 
which the ductus choledochus was dilated enough 
to permit the passage of a stone measuring 4.5 cm. 

The gallstone may remain protruding into the 
duodenum, or it may remain incarcerated in the 
duodenum, or it may pass into the stomach and be 
vomited. However, the stone usually passes distally. 

There may be multiple calculi. From the fact that 
there are about ten times as many nonsurgical 
cholecystenteric fistulas as there are operations for 
gallstone ileus, one readily deduces that most gall- 
stones pass through the entire intestine and out the 


‘rectum. With no or minimal symptoms, it is thought 


that 2.5 cm. is the critical size of a stone to cause 
obstruction. A calculus of this size may cause ob- 
struction by inducing intestinal spasm. A round 
stone is more likely to become caught in the mucosa. 


The pathologic state is usually a simple mechani- 
cal occlusion to which may be added the compli- 
cations of perforation and suppurative peritonitis. 
Intestinal spasm doubtless plays a large part, the 
tendency of the intestine being to grab a calculus 
and force it distally. Were it not for the spasm, 
the intestinal contents might well bypass the calcu- 
lus. Occasionally, according to Wangensteen,® the 
obstruction assumes the nature of a volvulus be- 
cause the increased weight caused by accumulation 
of fluid and gas above the point of obstruction may 
cause torsion of the loop. Perforation may occur 
above the site of the gallstone as a result of the 
extreme dilatation of the intestine proximal to the 
block. In addition, in rare instances the gallbladder 
has been reported to connect with the pleural and 
pericardial cavities, the pregnant uterus, and the 
renal pelvis. 

The caliber of the small intestine decreases pro- 
gressively distally, and the ileocecal junction is the 
narrowest point. In 500 cases of gallstone ileus,!! 
the obstruction occurred at the ileum in 76 per cent, 
the jejunum in 15 per cent, the duodenum in 6 per 
cent, and the colon in 3 per cent. 

The site of the fistulous tract in approximately 
75 to 85 per cent of the cases occurs between the 
gallbladder and duodenum.!! 

A single stone is usually involved; however, mul- 
tiple calculi can occasionally traverse the intestine 
and produce varying degrees of obstruction. 

Gallstone ileus is most frequent between the fifth 
and seventh decades of life and is predominant in 
women. 


Symptomatology 


In general, these cases are very confusing and are 
most often misdiagnosed. This is the main reason 
for delay in therapy, with consequent increase in 
mortality. A past history of cholelithiasis is found 
in only about 60 per cent of the cases. This history 
is not always obtained, probably because gallstone 
ileus is often a complication of the so-called silent 
stone. Symptoms of acute cholecystitis preceding 
the onset of the ileus are also very uncommon, ac- 
cording to Foss and Summers.® It is seen in only 
25 per cent of cases. Jaundice is very unusual and 
was not present in our cases. In Deckoff’s series,! 
only one patient had icterus. 

The initial episode may simulate biliary colic, 
acute cholecystitis, or diverticulitis, and it may even 
resemble acute pancreatitis. In some cases, there 
is a diagnosis of perforation of the gallbladder. The 
preliminary symptoms of small bowel obstruction 
may occur later, after the stone has passed into the 
bowel. Clute!2 reported a case in which symptoms 
of partial obstruction had been present for 5 years; 
during all that time the patient had been unable 
to take solid food, and had had marked loss of 
weight, nausea, and vomiting. As the stone starts 
to travel in the lumen of the bowel, it causes partial, 
intermittent obstruction with cramps, nausea, and 
vomiting. The nature of the delayed symptoms, 
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Gallstone ileus should be 
considered whenever a small bowel 
obstruction is visualized 
roentgenographically. When reviewing 
an acute abdominal roentgen series, 
air within the upper right 
quadrant outlining a portion of 
the biliary radicle system should 


be routinely investigated 


with long periods of relief, influences the patient 
to delay medical treatment. With final lodging of 
the stone, the signs and symptoms become acute, 
distention occurs, vomiting increases, and obsti- 
pation becomes the main feature. In some cases, 
the patient still may pass some flatus and excrete 
feces from below the place of obstruction, and then 
the clinical diagnosis is very difficult. The appear- 
ance of stones in the vomitus or in the feces is 
pathognomonic.!% 


Diagnosis 


Preoperative diagnosis! is infrequently made, main- 
ly because most of the patients are aged, as well 
as acutely and chronically ill, making a comprehen- 
sive history difficult to elicit. However, when there 
is a past history of gallbladder disease in an elderly 
obese woman, suffering from small bowel obstruc- 
tion, in whom no abdominal operations have been 
done and no hernia is present, the diagnosis of 
gallstone ileus should be strongly considered. Ab- 
dominal distention is present, atthough it may be 
revealed only by the roentgenogram. The tempera- 
ture and leukocyte counts are within normal limits. 

The most valuable aid in the diagnosis is the 
roentgenographic examination of the abdomen. 
Supine, erect, and lateral decubitus films of the 
abdomen are obtained, with additional spot films 
of the right upper quadrant in anteroposterior, 
posteroanterior, and eblique views. 

In cases of intestinal obstruction from a gallstone, 
the roentgen examination may reveal any or all of 
the following signs:'5 

1. Air or contrast medium in the biliary tract. 
The biliary tract outlined by air is visible as a 
tubular transparent shadow of branching bile ducts. 
It is best demonstrated in the prone and oblique 
positions. The absence of air in the biliary tract 
does not exclude a fistulous communication or gall- 
stone ileus. With a calculus occlusion of the cystic 
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duct, the gallbladder may be only an air-contrast- 
visualized viscus. 

2. Direct visualization of the stone or indirect 
visualization of the stone by means of contrast 
medium in the intestine. 

3. Change in position of a previously observed 
stone. 

4. The roentgen evidences of partial or complete 
intestinal obstruction. 

5. Mucous membrane changes at fistulous con- 
nections with the intestine. 

6. Right paraduodenal accumulation of contrast 
medium, simulating a diverticulum. 

7. Cholecystography revealing a nonfilling gall- 
bladder. 

According to Rigler, Borman, and Noble,!> the 
recognition of air or contrast medium in the biliary 
system will indicate the nature of the obstructing 
lesion in a higher percentage of cases than will any 
other single sign. In the literature they reviewed, 
in 22 of 36 cases of gallstone obstruction in which 
roentgen examination had been made, the biliary 
radicles were visible in the roentgenogram. Not 
infrequently this sign was present on the preopera- 
tive films but was not identified or recognized until 
after operation. They stated that gallstones which 
have entered the gastrointestinal tract and which 
are large enough to produce obstruction practically 
always leave a pathway behind them permitting 
reflux of intestinal content. Obviously, reflux of gas 
is the common sign found, as the administration of 
contrast substances appears to be generally avoided. 
However, this now can apparently be obviated with 
the utilization of the newer water-soluble contrast 
agents. The administration of barium sulfate should 
not be totally dismissed with the thought that im- 
paction of the barium sulfate will occur and com- 
plicate any contemplated surgical intervention, be- 
cause proximal to the obstruction the distended 
bowel contains fluid which will mix with the barium 
sulfate mixture. 

Films obtained in both anteroposterior, postero- 
anterior, oblique, and erect projections are more 
valuable in eliciting the important signs than films 
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centered over the midabdomen. The fact that no 
other special procedure is usually necessary for 
the demonstration of gas in the bile ducts adds 
greatly to the value of the finding. Usually the 
lower portion of the biliary tree alone is visible, 
and therefore the relationship of the linear or cir- 
cumscribed markings to the duodenal loop is par- 
ticularly important. 

A classic example of the roentgen findings in a 
spontaneous internal biliary fistula, without intesti- 
nal obstruction, is illustrated in Figure 1. There is 
noted visualization of the gallbladder, cystic duct, 
and common bile duct with contrast medium. In 
Figure 2, there is noted another spontaneous in- 
ternal biliary fistula with visualization of the gall- 
bladder and a portion of the cystic duct. A calculus 
was discovered at the proximal portion of the cystic 
duct at surgical intervention. 

Because a biliary fistula tends to obliterate itself 
by scar formation, the absence of air in the bile 
ducts cannot be considered as completely eliminat- 
ing the possibility of gallstone obstruction. 

Regurgitation of contrast material through what 
has been termed an “incompetent common duct 
sphincter,” probably caused by recent passage of 
a calculus through the sphincter of Oddi, can occur. 
There has been noted regurgitation of contrast sub- 
stance through the sphincter in the presence of a 
stone lodged in the lower end of the common duct 
and in cases of carcinomatous invasion of the 
sphincter associated with high jejunal obstruction. 
Barium has been demonstrated in the distal ends 
of the ducts in cases of chronic pancreatitis.!> In- 
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durating, usually malignant lesions adjacent to the 
common duct are known to have permitted reflux. 
Emphysematous cholecystitis and cholangitis inci- 
dental to infections of the biliary tract with gas- 
forming organisms may rarely produce gas in the 
ducts. 

With these possible and rare exceptions, the 
presence of contrast material or gas in the biliary 
tract is synonymous with fistula formation. Accord- 
ingly, the demonstration of air or barium in the bile 
ducts in association with intestinal obstruction prac- 
tically excludes any consideration other than occlu- 
sion from a gallstone. 

The possibility does exist that portal venous air 
can be seen; this can be differentiated from air in 
the biliary radicles, because the air outlines the finer 
radicles of the portal venous system. The probable 
reason is the centripetal flow of bile in the biliary 
radicle system and the centrifugal flow of the venous 
blood through the portal venous system. Portal 
venous air has been reported in infants by Wolfe 
and Evans.16 Portal venous air has also been noted 
in mesenteric vascular occlusion, pneumatosis in- 
testinalis, and clostridial infections. 

In a certain percentage of cases,}5 especially 
when clinical signs point to a possibility of gallstone 
ileus and when careful search is made, the stone 
will be directly seen in the roentgenogram of the 
abdomen. Unless considerable calcification and 
lamellation are present, the calculus may well 
escape detection, especially when the obstruction 
has resulted in fluid and gaseous distention of the 
bowel. Similarly, in such instances, the administra- 
tion of barium is a debatable procedure, although 
it has been given, undoubtedly, in misdiagnosed 
cases. 

As already indicated, biliary calculi are most 
likely to be found in the terminal ileum. The pos- 
teroanterior projection is the position of choice. 
When the stone shadow is apparent the bile ducts 
are usually also seen, while the contrary is not true. 
The determination, before surgical intervention, of 
the quadrant occupied by the stone and its relative 
position in the small intestine facilitates removal 
with a minimum of trauma. 

The disappearance of previously demonstrated 
gallstones or, most especially, detection of the same 
shadows of gallstones in the lower part of the 
abdomen following previous observation in the 
right upper quadrant is of distinct diagnostic value. 
However, the utilization of this sequence of events 
must be considered unusual as well as fortunate. 
The presence of a demonstrable stone in the gall- 
bladder, which is faceted but which has no sister 
stone, may be sufficient to arouse suspicion, but it 
is only suggestive. 

Obvious roentgen evidences of intestinal obstruc- 
tion are to be found. It should be noted that char- 
acteristic distention of loops of the small bowel 
may be demonstrable because the obstruction may 
be partial or intermittent. In most cases, however, 
the classic distention of several loops of the small 
bowel with gas, the unusual visibility of the small 
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Fig. 3 


intestinal segments, and the relative absence of gas 
in the colon may be observed. Careful study of the 
films will reveal the presence of the normal peri- 
toneal markings and the absence of any free gas 
or fluid in the peritoneal cavity; such findings tend 
to militate against the diagnosis of peritonitis. 

Perforation of a duodenal ulcer into the gallblad- 
der, when accompanied by paralytic ileus, may 
produce roentgen findings simulating those of gall- 
stone obstruction.!7 

It should be noted that the diagnosis was not 
made in one of our cases from the roentgen exam- 
ination, but failure to make the correct diagnosis 
was not because of absence of the signs in the 
roentgenogram but because of failure to detect the 
signs which were adequately delineated. 


Clinical cases 


Case 1 e This 64-year-old patient was admitted on 
April 20, 1958, with a chief complaint of pain in 
the right upper quadrant which radiated to the 
epigastric and left upper quadrant regions, for a 
period of 2 weeks. There was also nausea and 
vomiting of greenish-brown material. The remain- 
der of the clinical history was essentially unremark- 
able. 

Physical examination revealed a moderate degree 
of tenderness across the entire upper abdomen. 
Results of a complete blood count were within 
normal limits; however, the blood urea nitrogen 
was 155 mg., and the blood sugar was 200 mg. 

Roentgen examination of the abdomen was per- 
formed on April 21, which in retrospect revealed 
air within the common bile duct associated with a 
moderate degree of ileus of the small intestine, most 
likely due to the presence of the gallstone within 
the small intestine. (Fig. 3). On April 25, a barium 
enema was administered that revealed the colon to 
be within normal limits. Again on this examination, 
there was air within the common bile duct and a 
marked degree ‘of small bowel ileus of an obstruc- 
tive nature (Fig. 4). 
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Fig. 4 

A small bowel enema was administered on May 
3, utilizing 30 cc. of Renografin as the opaque me- 
dium via a Cantor tube. The Renografin was noted 
to have refluxed into the proximal ileum and distal 
jejunum. There was dilated small bowel. There was 
no passage of the Renografin into the colon. There 
was present a complete obstruction of the lower 
ileum by an ovoid mass approximately 4 by 7 cm. 
in size. At this time, the diagnosis of gallstone 
ileus was finally determined (Fig. 5). However, be- 
cause of the extremely poor clinical state of the 
patient, surgical exploration could not be under- 
taken. 

The patient died on May 5, 1958, and autopsy 
revealed a chronic cholecystoduodenal fistula meas- 
uring 2 cm. in diameter and 2 cm. in length at 
the junction of the first and second portions of the 
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duodenum. In the small intestine there was a cho- 
lesterol calculus approximately 5.5 by 3.5 cm. in 
size, about 150 cm. proximal to the ileocecal 
valve. 


Case 2 e A 68-year-old woman was admitted on 
February 2, 1960, with a complaint of having vom- 
ited following a heavy meal. The patient vomited 
about eight times, the vomitus being a yellowish 
color. She experienced pain in the epigastrium 
which radiated to the lower left axillary areas, Pain 
was sharp and constant and was relieved by anti- 
dynes. She had a history of upper abdominal pain 
of many years’ duration, but the remainder of the 
clinical history was unremarkable. 

The physical examination revealed a very obese 
individual with epigastric tenderness and guarding 
in the left upper quadrant and umbilical regions. 
The remainder of the physical examination was 
noncontributory. The complete blood count was 
within normal limits; the blood sugar was 158 mg. 

Roentgen examination of the abdomen was per- 
formed on February 3, and there was a moderate 
degree of gastrectasis with the remainder of the 
abdomen grossly unremarkable. The patient com- 
plained of increasing abdominal pain and nausea 
between February 3 and February 5. A Miller- 
Abbott tube was draining yellowish material. Roent- 
gen re-examination of the abdomen on February 5 
revealed air in the biliary radicle system associated 
with a moderate degree of ileus of the jejunum, 
suggesting the presence of a gallstone ileus (Fig. 6). 


Fig. 6 


At surgical exploration, a 5 by 7 cm. calcific 
cholesterol calculus was found in the distal jejunum, 
causing a complete obstruction of the lumen. It 
appeared that a cholecystoduodenal fistula was 
present in the first portion of the duodenum. The 
patient had an uneventful recovery. 


Operative procedure 


Gallstones in the intestine are difficult to crush and 
it is unwise to attempt to do so.8 Usually the gall- 
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stone cannot easily be pushed distally into the 
unobstructed bowel; it is wiser if possible to milk 
the stone proximally for removal, because there 
may be an ulceration of the intestine at the site of 
lodgement of the calculus.!* Otherwise, it must be 
removed in situ. Most surgeons use a longitudinal 
incision, closed transversely; others prefer a trans- 
verse incision. Spillage of intestinal contents should 
be minimized. Resection of bowel is seldom neces- 
sary. Ileostomy is usually not indicated. Search for 
multiple stones may be indicated, especially if a 
faceted stone is found. The cholecystoduodenal 
fistula should not be operated upon at the time of 
removal of the intestinal calculus and probably not 
at a later date. Follow-up studies show no instances 
of symptoms from the cholecystoduodenal fistula. 

Small intestinal obstruction is a lethal disease, 
and when a gallstone is the cause, it is one of the 
most lethal. The factors causing the high mortality 
are largely beyond the physician’s control, namely, 
(1) the age of the patients, usually in their sixties; 
(2) associated cardiovascular-renal disease, and 
(3) the delay of the patient in reaching the hospital. 

The reduction in mortality in recent years is 
probably due to several factors, including (1) bet- 
ter roentgenographic diagnosis, (2) better preoper- 
ative preparation, (3) better anesthesia, (4) better 
postoperative care, (5) the more frequent use of 
whole blood, and (6) chemotherapy. 


Summary 


Gallstone ileus should be considered and looked 
for whenever a small bowel obstruction is visualized 
roentgenographically. When reviewing an acute ab- 
dominal roentgen series, air within the right upper 
quadrant outlining a portion of the biliary radicle 
system should be routinely investigated in the eval- 
uation of the abdominal films. 

A thorough surgical history should be elicited; 


JOURNAL A.O.A., VOL. 61, DEC. 1961" 


at our hospital, we have encountered numerous 
cases of surgically induced cholecystoduodenal or 
choledochoduodenal fistulas which are resorted to 
in bypass procedures during surgical intervention 
within the right upper quadrant. Proper surgical 
judgment probably suggests in a majority of in- 
stances that the resultant cholecystoenteric fistulas 
not be interfered with. 

Early diagnosis is the essential requirement 
which the radiologist can provide, with a resultant 
decrease in the percentage of mortality resulting 
from this entity due to delayed diagnosis. 
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Case report: 


Multiple surgical procedures 


in an elderly patient 


DONALD L. SMITH, D.O.,* Flint, Michigan 


In the effort to help elderly people enjoy the extra 
years that science has given them, the surgeon oc- 
cupies a peculiarly favorable position. With his 
new technics and broader understanding, he can 
perform dramatic rescues in the gravest conditions. 
Until comparatively recent times, elderly patients 
requiring operations were considered to face two 
unhappy alternatives—sure death from the disease 
or a slight chance of recovery after surgical treat- 
ment. Experience is teaching us, however, that a 
vast amount of geriatric salvage is possible if the 
surgical procedures selected are the most expedient 
and the least traumatic. We know now, for example, 
that multiple operative procedures are not only 
possible but often desirable for the aged person 
whose system could not withstand the shock of a 
prolonged operation. The short procedure, even 
when repeated after an interval, involves less trau- 
ma for the patient and usually produces more satis- 
factory results from the surgeon’s standpoint. 

The case reported here typifies the multiple sur- 
gical procedures that are sometimes necessary with 
an elderly patient. The major problem, intestinal 
obstruction, is not unusual in this age group, but 
in this case it was complicated by volvulus and by 
a strangulated hernia. Three operative procedures 
were carried out, with the ultimate result of com- 
pletely satisfactory restoration of intestinal con- 
tinuity. 


Admission studies 


The patient, a 75-year-old white female, was suf- 
fering acute abdominal pain at the time of her 
Based on case record 51050, Flint Osteopathic Hospital, submitted in 
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admission to the hospital. She stated that she had 
not had a bowel movement during the past 8 days, 
and that during the 24 hours before her admission 
to the hospital she had had frequent attacks of 
nausea and vomiting. She felt that the illness was 
caused by enlargement of a hernia which had first 
appeared some 30 years before, following removal 
of a ruptured appendix. She reported that since 
bowel movements ceased the hernia had increased 
in size and firmness and her abdomen had become 
quite distended. 

The patient’s medical history did not include any 
gastrointestinal symptoms except a general intoler- 
ance for fats and spices, possibly due to gallbladder 
dysfunction. There had been a mild case of diabetes 
mellitus, well controlled by diet, rheumatic fever 
in childhood, tuberculosis at about age 35, and an 
appendectomy at age 45. She was in her late thirties 
when she married, and gave no history of preg- 
nancies. Menopause occurred at the age of 48 and 
was uneventful. The health history of her family— 
father, mother, and one sister—was noncontributory. 

The patient was of small build, 61 inches tall 
and weighing 121 pounds. At the time of admission 
her temperature was 99 F., pulse 90, respirations 
22, and blood pressure 140/70 mm. Hg. The thy- 
roid gland was slightly enlarged. Examination of 
the chest showed diminished breath sounds and a 
few crepitant rales at the base of both lung fields; 
the heart was negative to auscultation and percus- 
sion; the breasts were atrophic, with no palpable 
masses. Gynecologic examination showed only the 
atrophic changes of advanced age. On rectal exam- 
ination, several internal and external hemorrhoids 
were noted. General structural examination re- 
vealed evidence of osteoarthritis with limitation of 
motion in the entire spine. The lumbar muscle 
group was very tender and spastic. 

At this time the abdomen was noticeably dis- 
tended, and a large ventral hernia was observed at 


the site of the previous McBurney’s incision. The 
skin was very thin in this area and the bluish dis- 
coloration of the contents of the hernial sac could 
be noted. The hernia, measuring about 10 cm. 
across, was not reducible and was quite firm. The 
surrounding area was rigid and the whole abdomi- 
nal area was very tender. The liver and spleen 
did not appear to be enlarged, and the renal areas 
were negative to percussion. 

Laboratory studies showed a somewhat lowered 
hemoglobin level and moderate leukocytosis. Some 
inequality in size of erythrocytes was noted. Serum 
chlorides were somewhat lowered, and nonprotein 
nitrogen significantly elevated. Urinalysis showed 
the presence of acetone; an occasional erythrocyte 
and 2 to 3 leukocytes were noted per high-power 
field. 

Since it seemed unlikely that the long-existing 
hernia would suddenly cause the patient’s symp- 
toms, a search was made for another possible site 
of intestinal obstruction. A roentgen film of the 
abdomen and pelvis disclosed an obstruction of the 
small bowel with herniation of a single loop through 
the anterior abdominal wall into a ventral hernia. 
Barium-enema films, however, did not disclose the 
presence of a sigmoid volvulus. 

Following insertion of a Miller-Abbott tube and 
the cross-matching of 1,000 cc. of whole blood, the 
patient was taken to the operating room, 12 hours 
after her admission to the hospital. 


Surgical treatment 


Anesthetic agents, selected by the anesthetist, in- 
cluded 1 per cent sodium pentothal, 0.1 per cent 
anectine, ether, and cyclopropane. Through a right 
paramedian incision, the hernial sac was cautiously 
approached. A portion of dark bowel was observed 
protruding through a small defect in the abdominal 
wall. This constituted the ventral hernia, which was 
found to consist of cecum, and to show early signs 
of strangulation. Further exploration of the abdo- 
men disclosed a volvulus affecting the transverse 
colon, which had descended into the area of the old 
appendectomy incision and had become twisted 
around an adhesive band through a rent in the 
omentum. There was an area of gangrene and 
strangulation, 5 cm. long, involving the midportion 
of the transverse colon. No evidence of neoplasm 
or inflammation was found in the remainder of the 
large intestine or in the small intestine, and the 
abdominal organs were found to be essentially 
normal. 

The omental adhesions were freed from the an- 
terior abdominal wall, the cecal hernia reduced, 
and the volvulus relieved. Deflation of the bowel 
was carried out through an accidental perforation 
in the cecum, and a large catheter was then inserted 
to create a cecostomy. Two purse-string sutures of 
#00 intestinal chromic were placed through the 
cecum and catheter, to invert the bowel around the 
cecostomy tube. The cecum was then observed to 
have regained its normal color; therefore, no re- 
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section was necessary. The cecum was freed from 
its attachment to the hernial sac, and excess hernial 
tissue was then cut away. For resecting the strangu- 
lated area of the transverse colon the Mikulicz pro- 
cedure of exteriorization and resection was chosen, 
because the colon had not been prepared with in- 
testinal antibiotics and because it was most expe- 
dient and least traumatic. Following this procedure 
a polyethylene catheter was placed within the 
abdomen for intraperitoneal instillation of anti- 
biotics. Postoperatively, decompression was main- 
tained through intubation with the Miller-Abbott 
tube and drainage via the cecostomy. 

After microscopically examining the surgical 
specimens, the pathologist reported that sections 
of all the bowel showed areas of hemorrhage from 
the mucosa into the bowel lumen. The lamina 
propria also was hemorrhagic, and showed heavy 
infiltrates of macrophages filled with a finely granu- 
lar pigment. The submucosa had been replaced by 
fatty tissue; it was edematous and also contained 
areas of hemorrhage. The outer muscular layers 
were edematous, with infiltrates of eosinophils 
throughout. The serosa had been replaced by gran- 
ulation tissue, and young vesicular, actively prolif- 
erating fibroblasts. Sections of all the fat showed 
many areas to be replaced by granulation tissue 
composed of actively proliferating fibroblasts and 
abundant capillaries. Diffuse infiltrates of lympho- 
cytes and eosinophils were found throughout, but 
there was no evidence of malignancy or of specific 
inflammation. The pathologist’s diagnosis was ad- 
hesions of the colon with hemorrhage due to infec- 
tion, and strangulation. This was considered com- 
patible with the diagnosis of volvulus. 

The period immediately following an operation 
is especially critical for elderly and enfeebled pa- 
tients. In this case, 500 cc. of whole blood were 
given immediately upon the patient’s return from 
the operating room, and this was followed by the 


Fig. |. Resected portion of transverse colon with area of gan- 
grene resulting from volvulus. 


@ 
f 


intravenous administration of 1,000 cc. of duodenal 
replacement fluid. Blood pressure, pulse, and respi- 
ration were noted every 15 minutes until they 
had become stabilized. The Miller-Abbott tube 
inserted before the operation was connected to low 
mechanical suction, and the cecostomy tube was 
connected to a bedside bottle. An oxygen tent was 
employed, and oxygen administered at the rate of 
4 to 6 liters per minute. Demerol with atropine sul- 
fate was given intramuscularly to control pain, 
every 4 to 6 hours for 36 hours; after that time, 
Empirin Compound #3 tablets were given as need- 
ed. Intramuscular injections of aqueous penicillin 
and dihydrostreptomycin were given every 8 hours 
for 3 days, and every 12 hours thereafter; also, 
1,000,000 units of aqueous penicillin were adminis- 
tered intraperitoneally, through the polyethylene 
catheter, once daily. Niacin was given three times 
a day to induce vasodilation, and ascorbic acid was 
given intramuscularly every day for 4 days to aid 
in healing the wound. Doriden was employed for 
sedation. Osteopathic manipulative therapy was 
given. 

The patient’s course after the operation was 
rather uneventful. Hydration was maintained by 
the oral intake of fluids and intravenous adminis- 
tration of 5 per cent glucose and distilled water, 
with Ionosol D, the objective being to maintain 
the urinary output at approximately 2,000 cc. per 
day. The Miller-Abbott tube was removed on the 
second day; one unit of plasma was given, and it 
was decided that the patient’s condition was im- 
proved sufficiently to warrant removing the oxygen 
tent. On the third day she was able to sit in a chair 
for an hour twice during the day. The colostomy 
clamps, incision clamps, and Penrose drain were 
removed. Furadantin in distilled water was ordered 
for intraperitoneal administration every 12 hours. 
On the fourth day, marked epistaxis occurred, with 
a loss of 200 to 300 cc. of blood from the posterior 
pharynx; 500 cc. of whole blood were administered 
and the bleeding ceased spontaneously. The epi- 
sode was considered to have resulted from irritation 
of the nasopharynx by the Miller-Abbott tube. A 
soft diet was instituted on the fifth day; on this 
day also, the cecostomy tube was clamped off, and 
a large stool was passed via the transverse colos- 
tomy. On the seventh day, normal stools were oc- 
curring in this way and there were no signs of 
wound infection or sepsis. Intraperitoneal antibiotics 
were discontinued and the polyethylene catheter 
was removed. A spur crushing clamp was applied 
to the double-barrel colostomy on the fourteenth 
day, and the incisional sutures were removed. The 
clamp was closed 1 notch each day for 5 days, 
when the clamp fell off spontaneously. Three days 
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later the patient had a normal evacuation via the 
rectum, and the administration of neomycin was 
begun, to prepare the bowel for closure of the 
cecostomy. 

On the twenty-fourth postoperative day the pa- 
tient was taken to the operating room, where the 
cecostomy tube was removed, under local anes- 
thesia, and the cecostomy closed in two-layer fash- 
ion without difficulty. Thereafter the patient con- 
tinued to have normal evacuation by rectum, with 
an occasional small stool through the colostomy. 
The clips were removed from the cecostomy inci- 
sion 3 days after closure. The patient’s condition 
improved steadily, and she was discharged 2 days 
later—the twenty-ninth day following the original 
operation. 

Three months after her discharge the patient was 
readmitted to the hospital for extraperitoneal and 
subcutaneous anastomosis and closure of the colos- 
tomy, because it had failed to close spontaneously. 
The postoperative course was uneventful and the 
patient was discharged on the fifth day. At her 
follow-up examination 6 weeks later she was found 
to be in excellent health, with entirely normal in- 
testinal function. 


Comment 


This case might be considered to represent a 
“norm” for the old-age group; that is, the main 
diagnosis was evident, the surgical procedure a mat- 
ter of course, the patient’s recovery complete and 
uneventful. It is true that the patient’s condition 
was critical and the intestinal obstruction compli- 
cated in ways that would shortly have led to grave 
consequences, had treatment been delayed. But on 
the other hand, her basic health was good; the 
problem of her care before and after surgical treat- 
ment was not inordinately complicated by difficult 
control of fluid and electrolyte balance, or by inter- 
current infection, hypertension, neurologic abnor- 
malities, or the many other conditions that may 
plague the geriatric surgeon. The point is, however, 
that even had there been serious metabolic or car- 
diac complications, for example, surgical treatment 
would still have been mandatory, and with meticu- 
lous application of appropriate modern knowledge 
the operation would probably have been just as 
successful. When early operation offers the only 
real hope of cure, the surgeon should bend his ef- 
forts toward that end, whether the patient is 18 or 
80. The above case exemplifies the salvage that is 
possible in the very large group of “average” elderly 
people, if medical care is readily available to them 
and they are continually encouraged to seek it 
in time. 


EDITORIALS 


THE JOURNAL OF THE AMERICAN 
OSTEOPATHIC ASSOCIATION 


This periodical is the official publication of the American 
Osteopathic Association. 


Editor George W. Northup, D.O. 
Associate Editor Katherine Becker 
President Charles L. Naylor, D.O. 


True B. Eveleth, D.O. 
Walter A. Suberg 


Executive Director 
Business Manager 


Committee on A.O.A. Publications—Wesley B. Larsen, D.O., 
chairman; James H. McCormick, D.O., Carl Nagy, D.O. 


The assessment postponed 


In July 1961, by unanimous action, the House of 
Delegates of the American Osteopathic Association 
levied an assessment of $75.00 on each member for 
the fiscal year 1961-1962. In a recent meeting of 
the Executive Committee of the A.O.A., it was 
decided to defer the date for collection of this 
assessment, which had been set for December 1, 
1961. This decision was the result of a careful study 
by the Executive Committee as to ways and means 
of reducing the cost to the osteopathic profession 
of its fight for freedom from attempts to destroy 
the osteopathic profession. Until the completion of 
this investigation, it is impossible to foretell whether 
or not the assessment will remain at $75.00, be re- 
duced, or, possibly, be eliminated. 

Those who are money-minded quite naturally 
hope for its elimination. However, more than money 
is involved in the aggressive program of the Ameri- 
can Osteopathic Association. Much more is involved 
than the pros and cons of a $75 assessment and 
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arguments relative to the compulsory 6r voluntary 
solicitation of funds. The issue at point is one of 
principle rather than finances; it is one of purpose 
rather than the establishment of programs to meet 
that purpose. 

There is no cheap road to success. A successful 
profession requires the manpower, the mind-power, 
and the money-power of its membership. Regard- 
less of your personal professional status, your rights 
of attainment have largely been achieved through 
the efforts of others. Every member of the osteo- 
pathic profession personally and financially bene- 
fits from the sacrifices of his predecessors. Unfor- 
tunately too few recognize their obligation to serve 
the profession which has first served them. 

In matters such as these, your Editor believes it 
is his right to speak of his personal stand. He be- 
lieves that his profession has provided him the 
means for being a physician, that his profession has 
provided him status in his community far above 
that which he deserves, that his profession has 
provided him the opportunity for financial stability 
limited only by his personal inadequacies, and that 
his profession has provided him with a philosophy 
for health care which gives him opportunities for 
service beyond those of an ordinary physician. He 
is grateful. 

But gratitude never built a profession. Time, 
money, and devotion are necessary ingredients for 
success. As never before in its history, the osteo- 
pathic profession needs our time, our money, and 
our devotion. It needs them now. 

Regardless of the recent action of the Executive 
Committee or any future actions, the fact that a 
$75.00 assessment was considered points to a need. 
It is a characteristic of the American people that 
we often live beyond our means. Rightfully or 
wrongfully, many individual osteopathic physicians 
do, but the osteopathic profession has never done 
so. In fact, many of its progressive programs have 
been limited because it has not had on hand the 


307 


necessary funds. This need not have been, since it 
has resulted from a lack of recognition by the pro- 
fession of its manpower, mind-power, and money- 
power potentials. 

We do not believe that during these days of its 
greatest challenge, our profession should seek the 
cheapest method for existence. This type of pro- 
gram would belie the trust of the public we serve. 

When your Editor was president of the American 
Osteopathic Association, he had the opportunity of 
speaking to many of you at the A.O.A. Convention 
in Washington, D.C. He does not recall much that 
was said nor, in fact, does the profession. However, 
because it was another’s, the closing story! is re- 
called. It seems appropriate now. 


The pastor of a large church, in speaking to his congrega- 
tion relative to the need for expanded giving and sacrifice, 
told this story: 

Two men were commissioned by the church to participate 
in an every-member canvass for funds for a progressive 
church program. They called upon one of the parishioners, 
and, after introducing themselves, one began to explain the 
challenges that were facing the church. He pointed out 
that these challenges required the time, the thought, and 
the money of parishioners. He had scarcely completed his 
plea when the man they were visiting began a tirade. 

He didn’t agree with the type of preaching that the 
minister was doing; he thought the church ought to dis- 
band and join with another church that was more heavily 
endowed; he thought that money was being spent foolishly; 
he didn’t like the board of trustees of the church; and he 
was opposed to a good many of the ideas of various parish- 
ioners. 

He stated that the church today was spending a lot of 
unnecessary money in initiating a lot of programs which 
were unnecessary luxuries. He thought that all any church 
needed was a building, a pulpit, and a congregation. He 
did not believe that the extra programs of youth fellow- 
ship, expanded areas of giving, and the various “frills” 
were necessary. He concluded his remarks by stating that 
not only was he not going to increase his pledge, but he 
was going to discontinue the one he had previously made. 

The second canvasser had been strangely quiet during 
this discussion. He broke the quiet with a following story: 

“My friend, your statements remind me very much of an 
incident which happened in my family. When my wife and 
I were married, we looked forward to the day when we 
would have a child. After several years, we were blessed 
with a beautiful baby boy. I felt that there was a lot of 
unnecessary expense attending his birth, yet somehow I 
wanted my wife and baby to have the best possible care. 
After I finally paid the hospital and medical bills, I thought 
I could settle back and that my financial problems would 
be less burdensome. 

“However, I found that a baby was still expensive. I 
suppose I didn’t have to buy the best food, and I suppose 
I could have objected to the fancy baby clothes which 
mothers seem to like to buy for their children. Yet it seemed 
to me at the time the thing I wanted to do. Not only did 
the expense of early childhood not decrease, but with the 
ensuing years I found that both the money and time needed 
were ever-increasing. 

“Children seem to want all sorts of unnecessary things 
such as bicycles, toys, candy, and all the various things 
that only a child can desire. Yet somehow I wanted to 
provide him with these things as best I could because I 
felt that it all was part of his maturing into manhood. 

“This expensive sacrifice kept increasing as he grew 
older and went to school. Finally we had to reach a decision 
as to whether or not he was to go to college. Naturally I 
suppose he could have gotten a job, and he really didn’t 
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need a college education. But once again, | wanted the best 
for my son. I soon found that the basic expenses of a college 
education were not all. There was the social life of the 
college—dates and all the other extras that are part of our 
way of life. Yet it seemed desirable for me to provide my 
son with perhaps a few of these unnecessary things. 

“One night, shortly before he was to graduate, he became 
acutely ill and died. 

“And do you know, my friend, he hasn’t cost me a cent 
since. 


As stated in Washington in 1958, you and I in 
the osteopathic profession need never find our- 
selves in the position that fate decreed for this 
man. And we will not if all of us are willing to 
make the necessary sacrifices. The time need never 
arise when you and I must say to each other that 
this profession hasn’t cost a cent since... 


1. Northup, G. W.: Men, minds, and money. Presidential accept- 
ance address. J. Am. Osteop. A. 58:1-6, Sept. 1958. 


The death of a child 


Death is a fact of life. It can be a kindly relief from 
mortal suffering or the cruelest tragedy of man’s 
experience. Perhaps its effects are most devastating 
when it strikes an infant, who has contained within 
him the hope and promise of future generations. 
Thus perinatal death is a pressing problem to any 
physician who deals with the lives of infants. 

Anoxia accounts for a‘significant proportion of 
perinatal deaths. One investigator! places the inci- 
dence at 40 per cent, and calls it the most important 
single cause of infant death in labor. Another 
writer? finds that infants stillborn at term show 
evidence of anoxemia in more than 40 per cent of 
cases, that anoxemia is involved in intrapartum 
death in 20 to 25 per cent of cases, and that a 
significant number of cases in both categories have 
“unknown” causes of death. 

An investigation reported in this issue of THE 
JournaL—‘Histopathology of the Human Brain 
Stem in Perinatal Anoxia,” by Allan R. Fox and 
Norman W. Arends—makes a significant contribu- 
tion to both “known” and “unknown” causes of 
perinatal mortality. 

For many years, the medullary control of respira- 
tory activity has been at least partially understood. 
Experimentation with animals has made it possible 
to locate with some accuracy the parts of the me- 
dulla which directly control respiratory activity.® 

It has been established that the young of animal 
species have a peculiar reaction to medullary abla- 
tion that allows them to live several times as long 
as adults of the same species subjected to the same 
operation. The ability to survive oxygen lack is 


_ greater in fetuses than in infants at term, and in 


younger fetuses than in older fetuses.4 This sug- 
gests the interesting observation that the ability to 
survive in an anoxic or hypoxic state may be more 
related to fetal development than to the birth proc- 
ess itself. Further, the limiting factor for all species 


(including, it is believed, human beings) is prob- 
ably the “vulnerability of certain parts of the nerv- 
ous system.” 

Surprisingly, very little research has been re- 
ported on what happens to that “vulnerable part” 
when it is subjected to anoxic insult, at least as 
it relates to infants. The preliminary report by Fox 
and Arends is one of the first contributions in this 
field. It could well become increasingly important 
if later reports confirm the trends suggested by 
these osteopathic physicians. 

Concrete knowledge about the characteristics of 
the brain stem in infants dying from anoxia could 
provide uniform diagnostic standards for the pa- 
thologist, and perhaps give help in many puzzling 
instances where the final diagnosis must now be 
“cause of death unknown.” More important than 
this is the hope that these findings will lead to an 
enlightened understanding of the problem and 
more definitive applications in prevention and 
therapeutics. 

Despite the fact that America is the acknowl- 
edged leader in the field of medicine, our infant 
mortality rate is higher than that of some other 
countries. A recent survey® showed that 13 to 21 
per cent of the perinatal deaths are probably pre- 
ventable. Among these are many cases of anoxia; 
even with present knowledge, a much larger num- 
ber of these infants should be salvaged. 

Among the more prominent means for reducing 
perinatal anoxia to a minimum are: 

1. Frequent checking of the fetal heart sounds. 
During the first stage of labor, frequency of auscul- 
tation should depend on the frequency of uterine 
contractions. If pains are frequent, auscultation 
every 15 minutes is desirable to detect the first 
signs of fetal distress. 

In the second stage of labor, when accidents of 
the cord are commonest and responsible for most 
instances of strangulation,> heart sounds ideally 
should be checked after every contraction.} 

Prompt diagnosis is essential for optimal fetal 
salvage. It is important to remember that fetal 
bradycardia is a sign of lowered or lacking oxygen 
supply, and alternating bradycardia and tachycar- 
dia is a particularly ominous sign. Not only the 
stopping of fetal heart sounds, but these signs as 
well, should alert the physician to action. 

2. Early awareness of maternal complications. 
Such conditions as pre-eclamptic toxemia, essential 
hypertension, antepartum hemorrhage, and diabetes 
mellitus are frequently associated with disturbances 
in placental blood flow.! In some instances, admin- 
istration of high concentrations of oxygen to the 
mother will also improve the fetal state; it is prob- 
ably worth trying in any case, for the sake of those 
it may help. 

3. A minimum of analgesia and anesthesia, with 
careful attention to maternal oxygenation. 

4. Delivery without delay when the second stage 
is reached. If the fetus is in hypoxic distress, per- 
formance of a large episiotomy will prevent delay 
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when the head has reached the perineum. This 
helps to avoid excessive engorgement of the cere- 
bral vessels which, in an asphyxiated infant, is liable 
to produce intraventricular hemorrhage.! 

5. Use of cesarean section whenever indicated. 
The high mortality rate from an unrecognized trans- 
verse position, or with breech presentation, or with 
diabetic mothers, can be decreased by the prompt 
use of section whenever there is evidence of fetal 
distress.5 

All sides of this important problem, and particu- 
larly the clinical and pathologic aspects, require the 
creative skill and thought of all physicians. While 
we point with pride to a likely “first” for osteopathic 
pathologists, we are equally aware that the same 
clinical situation is being met with unpublicized 
drama by osteopathic clinicians. 

But if the death of one child is better understood 
—and that understanding allows more efficient pre- 
ventive or definitive treatment to be developed— 
the work of Fox and Arends must be ranked as a 
major contribution to medicine. 


1. Corner, B.: Prematurity; diagnosis; care and disorders of pre- 
mature infant. Charles C Thomas, Springfield, IlJ., 1960. 

2. Dill, L. V.: Modern perinatal care. Appleton-Century-Crofts, 
New York, 1957. 

3. Best, C. H., and Taylor, N. B.: Physiological basis of medical 
practice. Ed. 7. Williams & Wilkins Co., Baltimore, 1961. 

4, Smith, C. A.: Physiology of newborn infant. Ed. 3. Charles C 
Thomas, Springfield, Ill., 1959. 

5. Bulfin, M. J.: Preventable factors in perinatal deaths. M. Clin. 
North America 45:165-171, Jan. 1961. 


The keepers of the future 


In my mail recently was an appeal for money from 
a charitable organization. This is not an unusual 
occurrence. However, the title of the small brochure 
posed an unusually thought-provoking question: 
Who keeps the future? Perceptive consideration 
might well be given to some of the thoughts in- 
spired and their application to the situation of the 
osteopathic profession. 

The osteopathic profession has frequently been 
led by hope but constricted by fears as it moved 
to meet its future. Its promise of development, 
based on sound convictions, has sometimes been 
negated by the actions of some of its members. 
Although we long to be creative in the world of 
medicine, too often we fear to venture from the 
path of orthodox conformity; we take pride in our 
equality with all thmgs medical, and yet do not 
completely meet the challenges of our distinctive 
contributions. We are proponents of medical free- 
dom of thought and action and yet at times become 
slaves of basic insecurity. 

The philosophy of osteopathic medicine and the 
policies of our organizational effort are bold at- 
tempts to overcome many of these contradictions. 
The osteopathic profession strives to keep faith with 
the future, to find patterns of action consistent with 
its policies, and to realize its hopes—hopes unique 
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to this profession and necessary for its survival. 

If this profession’s work today would influence 
the practice of medicine tomorrow, we dare not 
deny our profession’s basic values in order to serve 
the urgency of the moment. Each member is a 
steward of the future of the osteopathic profession. 
Yet our stewardship must not be inbred. We must 
constantly seek reappraisal, construct our own cre- 
ative opportunities, and assure the public we serve 
that none of our fundamental responsibilities are 
being neglected. 

Who keeps the future of the osteopathic profes- 
sion? All of us, but most particularly the students 
in our osteopathic institutions. 

Each June, with the graduation of the senior 
classes of the osteopathic colleges, the profession is 
literally reborn. What students are taught is of great 
importance. But it is equally important that the 
members of the profession in practice constitute an 
affirmation of the principles they were taught. Oste- 
opathic education is the foundation of the future 
of osteopathic medicine. However, osteopathic edu- 
cation only begins in the classroom. Osteopathic 
college graduates receive a liberal postgraduate 
education as they observe practitioners of osteo- 
pathic medicine in action. The example that you 
and I set for young men and women entering prac- 
tice may well contribute the answer to the question: 
Who keeps the future of the osteopathic profession? 


Who is the A.O.A.? 


During periods of organizational stress, particu- 
larly if the issues involved are controversial, or- 
ganizations are equally praised and damned. In the 
present period of A.O.A. stress, letters coming 
across the Association’s desks reveal such a situa- 
tion. Physicians in the field repeatedly write, “The 
A.O.A. has done a wonderful job,” or “The A.O.A. 
shouldn't have done this”; some say, “The A.O.A. 
is a splendid democratic organization,” while others 
contend that “the A.O.A. is dictatorial.” 

Who is this “A.O.A.” that to some has done so 
many fine things and to others has been so wrong? 
The answer is often made that “you are the A.O.A.,” 
and it is essentially a factual statement. But it 
does not pursue the question, “Who is the A.O.A.?” 
in sufficient depth to satisfy a large segment of 
the profession. 

It would be erroneous to imply that there are 
not many influential policy makers in organized 
osteopathy. The fact that these policy makers are 
influential is based on their rugged individualism 
in their approach to problems. Certainly the officers 
of the A.O.A. and their Executive Committee are 
responsible for decisions between the meetings of 
the House of Delegates and the Board of Trustees, 
but these responsibilities have been placed upon 
them by your delegates to our national meetings. 
All policy decisions made between meetings of the 
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House of Delegates are brought before that body 
for deliberation and debate at its next meeting. 
These decisions are affirmed or rejected by those 
you elect to represent your interests in your national 
organization. 

As Editor of the A.O.A., I have received letters 
which said in essence, “You will save the osteo- 
pathic profession.” Other letters, equally sincere, 
have stated, “You are destroying the osteopathic 
profession.” Both statements are in error. 

No one man or group of men from the President 
on down is “the A.O.A.” The one body in organized 
osteopathy that most closely meets that -definition 
is your House of Delegates. They are the people 
you select to represent you. They are expected to 
interpret the policy of the various divisional socie- 
ties and express that policy in terms of proposed 
implementation before the House. If your opinions 
and your wishes are not made known at the district 
and state level, your ideas and suggested programs 
cannot be considered. 

In any democratic organization such as the Amer- 
ican Osteopathic Association, everyone’s opinions 
cannot prevail. The majority rules. In reality the 
majority opinion of your appointed delegates con- 
stitutes the policy of the American Osteopathic 
Association today. 

Who is the A.O.A.? It is the majority opinion of 
those you select to represent your interests. It is 
not always right and it is not always wrong. But 
it is democratic! 


How complete is “complete”? 


For many years, the American Osteopathic Associa- 
tion has referred to osteopathic medicine as a 
complete school of practice. In fact, there is a 
reason for describing osteopathic medicine as the 
most nearly complete system of medicine known to 
the world today, for it includes in its teachings all of 
the basic ingredients of a standard medical educa- 
tion plus a basic physiologic philosophy of medicine. 

Recently a few osteopathic physicians have 
challenged this completeness on the basis that or- 
ganized osteopathy and osteopathic education are 
not involved in all movements within the world 
of medicine. Their charge las a destructive element 
to it and should be refuted. 

Even so large an organization as the American 
Medical Association is not an active participant in 
all things medical. For example, for several years 
the A.M.A. was not a constituent member of the 
National Health Council, and only within the last 
2 years has the A.M.A. again become active in 


’ N.H.C. forums. To expect the osteopathic profession 


to accept as its responsibility every medical under- 
taking, whether or not the effort would be dupli- 
cated, is both unrealistic and foolish, and to expect 
the American Osteopathic Association to duplicate 


= 


the efttorts of an organization ten times its size is 
ridiculous in the extreme. 

History will record that the osteopathic profes- 
sion has performed many more services and ac- 
cepted much more responsibility than has any other 
organized group of physicians of similar size. Since 
its beginning, organized osteopathy and the pro- 
fession it serves have gone far beyond their imme- 
diate responsibilities. 

The osteopathic profession has no need to be 
ashamed of its record of public service. It should 


Editorial comment 


As your Editor, I am grateful to the profession for 
the response to the editorials and the editorial com- 
ments in the last three issues of THE JOURNAL. As 
I sit alone in my office searching for the right words 
to convey the thoughts of the moment, it is grati- 
fying to feel that those words will be read and 
may prove thought provoking. 

One of my correspondents commented that the 
osteopathic publications are the “mirror of the pro- 
fession.” Every editor of a periodical representing 
the interests of an organized group realizes that his 
publication should mirror that group. However, 
it is well that the readers periodically bring this to 
the editor’s attention; it increases his sensitivity 
as to what he says and how he says it. The partial 
fallacy of the title of the September JourNnat edi- 
torial, “An Editor Speaks for Himself,” is apparent. 
In the context in which it was used—to present 
this editor's viewpoint—it was correct. But an 
editor never speaks merely for himself. He speaks 
for the organization he represents. He strives to 
convert its policies into readily understandable 
terms. And perhaps on occasion he gently nudges 
his readers in the direction of the goals and ob- 
jectives of their organization. 

Letters, both complimentary and critical, are the 
food by which an editor lives. Your letters and 
your face-to-face comments have been both helpful 
and encouraging. As stated previously, our goal is 
to add clarity and understanding to the issues 
before the osteopathic profession. Your letters 
would lead me to believe that at least in some 
small measure we are succeeding, not in an effort 
to predetermine decisions but rather in an attempt 
to provide material and ideas through which de- 
cisions may be reached upon a basic foundation of 
understandable facts. 

Your messages are sincerely appreciated. 
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be judged by what it has accomplished rather than 
condemned for what it has not. Its horizons are 
wide and its opportunities great. It accepts its 
opportunities and will meet its responsibilities. It 
will continue to be developed by men of good 
faith and it will not be destroyed by those who have 
lost faith.’ 

Never in the history of osteopathic medicine has 
its scope of service been as complete as it is today. 
But the word “completeness” is not synonymous 
with the word “completed.” 


In Denver, Colorado, on October 30, the American 
College of Osteopathic Surgeons vigorously dem- 
onstrated its historic position of leadership within 
the osteopathic profession. On that day, two 
amendments were proposed to the A.C.O.S. by- 
laws which, if adopted, would have removed the 
effectiveness of this important organization from 
the halls of organized osteopathy. One amendment 
would have removed the requirement for member- 
ship in the A.O.A. as a prerequisite for membership 
in the A.C.O.S. The other proposal sought to em- 
power the A.C.O.S. Board of Governors to consider 
credentials other than membership in the American 
Osteopathic Association. 

Prior to the vote on these amendments John P. 
Schwartz, D.O., addressed one of the largest gath- 
erings of osteopathic surgeons ever to convene. His 
brief address was so well conceived and presented 
that it is important for every member of the oste- 
opathic profession to consider his words. This is 


the address: 


The American Osteopathic Association anticipates a loss of 
some 1,500 members in California. This constitutes a serious 
setback in the development of osteopathic medicine, not 
just because of the income loss or numerical membership 
count, but through a reduction in the total impact of this 
relatively small profession in a critical period of its de- 
velopment. 

The damages to all facets of osteopathy by the merger 
in California are significant and quite evenly distributed. 
Loss of the osteopathic college and county hospital facil- 
ities may be considered as one of the most serious single 
areas of damage. The.training programs in osteopathic 
hospitals will be lessened by 72 approved residencies and 
more than 100 internships. The specialty colleges and cer- 
tifying boards will suffer losses in membership and the 
fraternization with highly qualified associates. 

Perhaps the side effects of the merger will constitute 
the most serious and the more lasting problems. The wide 
span of the public, including osteopathic physicians them- 
selves, which must act favorably to the merger, had to be 
told and convinced that osteopathy has no contribution 
to make and has no scientific or social reasons to exist. 
The D.O.’s with the able assistance of the M.D.’s have in- 
flicted what may be irreparable damage to osteopathic 
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medicine in California, and these damages are being pro- 
jected beyond the borders of California into other states. 
When the voters of all California go to the polls in 1962, 
they will be asked to eliminate the Osteopathic Board of 
Examiners which they authorized at the request of osteo- 
pathic physicians and surgeons in 1922. Now the osteo- 
pathic physicians are asking them to reverse that decision 
in the plan to eliminate everything osteopathic in that state. 

Our colleagues throughout the profession expect con- 
tinued loyalty and leadership from the A.C.O.S. Ever since 
this college was formed in 1926, its objectives have been, 
to quote the charter, “to encourage the study of the science 
of surgery, surgical diagnosis, pathology, and the applica- 
tion of osteopathic principles, practice and _ treatment 
thereto.” Some of us were around in those days, and I 
doubt that much consideration would have been given to 
a group from any state which held that because of their 
interest in leaving the osteopathic profession, they should 
be given special consideration. I have never heard any 
official sentiment in that direction since that time. Yet now, 
35 years later, we are hearing suggestions that we rewrite 
our Bylaws so as to separate ourselves from the American 
Osteopathic Association in order to accommodate a group 
which has decided to abandon the osteopathic profession 
and seek questionable prestige. 

Those who find no prestige in the D.O. degrees will 
bring none to this College by their membership therein. 
Nor will this College gain prestige by disassociating itself 
from its osteopathic foundation, the A.O.A. 

A.O.A. through its House of Delegates representing all 
states has decided that it can and will fight to preserve 
the osteopathic school of practice in every state. While 
A.O.A. does not represent the entire osteopathic profession, 
it represents the vast majority. A.O.A. asks and expects the 
American College of Osteopathic Surgeons to face its re- 
sponsibilities with objectivity and the determination that 
the future and importance of the profession transcend 
personal or financial considerations. And I contend that 
A.C.O.S. should suffer its share of the damages inflicted 
by the defecting members, along with the rest. 

Appeasement has been the device of the weak throughout 
history and has not solved any problems. To appease is to 
postpone and to postpone will serve no more useful purpose 
here than elsewhere. Those who, through their actions or 
their unwillingness to take a stand, acceded to the plot to 
withdraw from osteopathy have no claims on this College 
or its future. Those who joined this College in the interest 
of bettering their own positions and now join with organ- 
ized medicine for the same purpose have no claims on this 
College which would justify special consideration. 

We as individual D.O.’s, as surgeons or as a specialty 
college cannot improve or even maintain the status we now 
enjoy by denouncing or ignoring the principles and concepts 
of our heritage. To strike our colors now is to admit to a 
fraudulent past and a gross violation of a public trust. 

I think there is not one of us who does not regret that 
this situation exists and I think there are a few, if any, of 
us here without the courage to meet our responsibilities. 
To compromise or equivocate now is to weaken all that 
we have worked so long and so determinedly to develop. 

Does this College comfort the forces which seek to 
destroy our profession or do we maintain our long-standing 
position of leadership? 


Following this address and the equally inspiring 
words of another distinguished member, the active 
members of the American College of Osteopathic 
Surgeons overwhelmingly rejected the two amend- 
ments which would have permitted defecting 
D.O’.s in California to remain as active members. 
This almost unanimous action on the part of our 
osteopathic surgeons conclusively answers the 
question posed by Dr. Schwartz at the conclusion 
of his speech. 
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The American College of Osteopathic Surgeons 
does maintain its “long-standing position of leader- 
ship.” 


The air we breathe continues to attract attention 
because of its public health aspects. Surgeon Gen- 
eral Luther L. Terry of the Public Health Service 
recently announced the establishment of a continu- 
ous air-monitoring program to provide vital infor- 
mation on air-pollution levels in American cities. 

Designed to provide automatic measurement and 
analysis of the continuously fluctuating levels of 
pollutants in urban air, the program is based on 
special air-monitoring equipment located in the 
center-city area of eight major U.S. communities— 
Chicago, Cincinnati, Detroit, Los Angeles, New 
Orleans, Philadelphia, San Francisco, and Washing- 
ton, D.C. 

Built and equipped by the Public Health Service 
at a total cost of $300,000, the new equipment will 
go into operation this fall and will provide, at the 
onset, automatic and continuous sampling and 
analysis of seven gaseous pollutants—sulfur dioxide, 
nitric oxide, nitrogen dioxide, carbon monoxide, 
ozone, total hydrocarbons, and total oxidants. 

In addition to automatic gas sampler-analyzers, 
the stations will house supplementary equipment 
to provide information on particular pollutant con- 
centrations, pollutants washed out of the atmos- 
phere by rainfall, and measurements of wind turbu- 
lence at the sampling sites. 

This program should provide valuable informa- 
tion for use in the control of the mounting health 
hazard of pollution. 


The Badger D.O., the monthly publication of the 
Wisconsin Association of Osteopathic Physicians and 
Surgeons, is a neat and attractive newsletter type 
of publication. The Association’s president, Dr. 
James W. Stout, writes a monthly editorial. In his 
November editorial, “Growing Pains,” Dr, Stout 
quotes from a letter he recently received, which 
said, “We have grown up too fast for our own 
good.” Dr. Stout comments, “Needless to say, this is 
from an elder colleague—one for whom I have a lot 
of respect.” He goes on by inquiring: 


Has the osteopathic profession, itself, grown too fast? What 
is your definition of “too fast”? For a general analysis of 
this, we must recall to our minds the basic motivation(s) 
that originally decided us in favor of the profession of 
osteopathy. While we are a minority profession, with all 
of the side effects that this implies, we did make the choice 
of our own free will. In fairness to all our colleagues, irre- 
spective of their ‘seniority’ within the profession, the actual 
time of the decision must be qualified. At the turn of the 
century, a graduate of one of our colleges was primarily 
trained in the art of manipulation: This was his (her) 
‘forte’ and this is the way he (she) practiced. During the 
past quarter of a century there has been a tremendous ad- 
vance in every field of science, including that of the healing 
arts. We of the younger ‘professional’ generation have, as 
you all know, been trained as complete physicians—in many 


of our colleges, the teaching of osteopathic principles has 
been overshadowed to a great degree by the never-ending 
volumes of material necessary to prepare for the care of 
the complete human being. Can the D.O. graduating under 
these circumstances be held responsible for the changes (i.e. 
‘growth’ that have taken place? I think not. 

During this critical period, when we are fighting for our 
professional livelihood on a national level, it is imperative 
that we reach a plateau of mutual understanding intra- 
professionally. It is time that the ‘fathers’ realize that the 
infant they nurtured and helped raise has grown into long 
pants, desires independence—but with a sense of filial re- 
sponsibility—and has a broadened scope of interests in car- 
ing for patients! At the same time, the ‘offspring’ should 
practice more respect for their elders and show their true 
appreciation for the wonderful heritage that is theirs. In 
my opinion, we—as D.O.’s—have not grown up “too fast 
for our own good.” We have definitely expanded our goals 
and/or ideals—this is healthy and necessary to stimulate 
the continued advancement necessary to make the best 
physicians possible. The horizon is brighter than ever .. . 
without such an outlook, we will become decadent. 


This editorial speaks for itself. 


Chiropractors are once again under full attack by 
the American Medical Association. Using the first 
National Congress on Medical Quackery as its 
“blast-off” platform, C. Joseph Stetler, director of the 
Legal and Socio-Economic Division of the A.M.A. 
told the group that his organization will begin a 
program of public education against chiropractors. 
Speaking before nearly 600 doctors and representa- 
tives of consumer groups, federal agencies, and 
others, Mr. Stetler outlined the program of attack. 

Later on, Oliver Field, director of the A.M.A. 
Department of Investigation, stated, “The medical 
profession needs help in stemming the tide of such 
things as chiropractic.” He went on to say, “As one 
sage has observed, all the tribes of the earth love 
to have their backs rubbed, but it remained for the 
Americans to make a profession out of it. And this, 
of course, applies principally to the chiropractors, 
who were a poor relation to the osteopaths when 
they started out in their medical life.” 

Without entering the controversy relative to the 
merit or lack of merit of the chiropractic profes- 
sion, it is interesting to note where the A.M.A. is 
directing its heaviest attack. According to Mr. Field, 
the A.M.A. campaign will “be positive, in that it 
should seek to dissuade and discourage youngsters 
from... enrolling in chiropractic schools.” 

Apparently the American Medical Association 
believes that in order to eliminate a profession its 
colleges must be closed. The technique to be used 
against chiropractic is not unlike that being directed 
at the osteopathic profession. 


“Mild” coronary thrombosis is a much more serious 
heart condition than has been thought and calls for 
strict treatment, Veterans Administration research 
shows. 

Other names for this often difficult-to-diagnose 
sort of heart disease include subendocardial infarc- 
tion, coronary failure, acute coronary insufficiency, 
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intermediate coronary syndrome, prodromal symp- 
toms in myocardial infarction, impending myo- 
cardial infarction, and intramural or nontrasmural 
myocardial infarction. 

A study of ninety-four patients is reported by a 
VA research group, as part of large-scale VA 
co-operative research on heart disease which drew 
on records of patients treated in thirty-three VA 
hospitals. 

The high “immediate” mortality rate, together 
with laboratory and autopsy findings, indicates this 
sort of heart disease should not be considered mild 
or benign. The “immediate” and posthospitalization 
mortality rates over a 5-year period were similar 
to those observed among patients treated for initial 
myocardial infarction of the usual type. 

The importance of these findings, recorded in 
greater detail in a recent issue of the American 
Heart Journal, should be widely recognized. 


A man of wide experience in the field of osteopathic 
education is Dr. Edgar O. Holden, former dean of 
the Philadelphia College of Osteopathy. In a let- 
ter to the Editor, he enclosed’a copy of an editorial 
which appeared in the Philadelphia Inquirer for 
October 22, 1961. This editorial reports the build- 
ing of a new $25 million research center on Stone 
Mountain in the state of Pennsylvania. Built by the 
Bethlehem Corporation, it overlooks the peaceful 
panorama of the Poconos and the Lehigh Valley. 
It is a place for thought and work. 

The editorial writer for the Inquirer comments: 


It should be quiet up there, and some thinkers think 
better in silence, if they can avoid what Cowper called the 
“indolent vacuity of thought.” Probably they will be per- 
mitted to think occasionally of tempting trout streams down 
below and the golden glow of autumn’s foliage, then turn 
with a sigh to thinking of new and better steel products. 
That’s what their thoughtful employers put them on the 
mountain for. 


In the bustle of our times, even industry has 
apparently realized the importance of a quiet hour. 
It is helpful to allow one’s mind to wander where 
it will through the avenues of thought. It is truly 
“a pause that refreshes” and one which often leads 
to the awakening of the subconscious and provides 
stimuli for conscious actions. 


In the Cambridge University Medical Society Mag- 
azine, Michaelmas, 1960 issue, there was published 
an article titled “Osteopathy,” by Allan Stoddard, 
M.B., B.S., D.O., M.R.O., Phys. Med. In this article 
Dr. Stoddard traces briefly the development of the 
osteopathic profession and makes a critical evalua- 
tion of some of its philosophies and concepts. Speak- 
ing as a man who has had the advantage of “an 
osteopathic and a medical training,” he analyzes 
both supportive and critical objections to the osteo- 
pathic school of medicine. Although the article does 
not encompass all of the phases of osteopathic 
medicine as practiced in this country, it does reveal 
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a serious and thoughtful consideration of basic 
osteopathic precepts. 

Readers will recall that Dr. Stoddard, a consult- 
ant in physical medicine at Brook Hospital, London, 
England, is the author of Manual of Osteopathic 
Technique. 

The Journal of Bone and Joint Surgery for Febru- 
ary 1960 carried the following contradictory review 
of the book which was published in 1959. 


Anyone who wants to learn how to manipulate the joints 
of the spine could do no better than read this book, because 
the technique is clearly described and beautifully illustrated. 
But if he hopes to learn more of the pathology of the dis- 
order that is being treated, he will, I am afraid, be disap- 
pointed. The author, like others before him, is content to 
describe the “osteopathic spinal lesion” in general terms 
that give no indication of its real nature. And his attempts 
at detailed pathological explanations are either based on 
irrelevant animal experiments, or else are deductions from 
the accepted medical literature that have no apparent sci- 
entific justification. 

Dr. Stoddard complains in his preface that a separate 
school of osteopathic thought is maintained because the 
medical profession fails to recognize the true importance 
of the “structural factor” and “mechanical derangements” in 
the etiology of disease. The profession does not deny the 
value of manipulation for the relief of pain in certain cir- 
cumstances, and many doctors and physiotherapists now in- 
clude manipulation in their therapeutic armamentarium, but 


it does think it wiser to admit that the method is empirical. 


a than to accept an explanation that is not soundly 
rased. 


Immediately following the review quoted above 
is one of Beitrage zur Manuellen Therapie, which is 
interesting, particularly in contrast to the review of 
the osteopathic text. 

The reviewer writes: 


This is the report of a Symposium on Manipulative Therapy 
organised by the Medical Society for Manual Therapy in 
Baden, Switzerland. Papers from twenty-seven exponents 
are presented and offer data on “factors pertaining to the 
domain of manual therapy,” such as “The Hand as an 
Instrument of Man’s Will,” “The Present State of Manual 
Therapy in France,” “The Short Leg Syndrome,” “The 
Modern Theories of Essential Headache,” “The Skin-pro- 
jection Diagnosis,” and the so-called “electrical syndrome.” 
The reader will find some of the papers acceptable on 
orthodox grounds, others he may perhaps merely take note 
of with a certain amount of scepticism. 


Apparently, who writes the book makes a dif- 
ference. 


One is shocked by the recent reports of drug coun- 
terfeiting. It is hard to conceive the type of indi- 
vidual who would knowingly jeopardize the health 
of others through criminal actions. 

As a result of a survey in February and March 
of 1961 of known types of counterfeits, there have 
been nine seizures and six criminal prosecutions by 
the Food and Drug Administration. 

Peculiarly, the counterfeiting seems to be con- 
centrated on a rather small group of pharmaceutical 
products. Serpasil, Equanil, Tedral, Miltown, Meti- 
corten, Diuril, Hydrodiuril, and Esidrix are the 
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ones most frequently reported. Imitation Dexedrine 
and Dexamy] have also been found. 

It is a truism that one receives in value just about 
what one pays for. The physician who buys “bar- 
gain” supplies of pharmaceutical products may be 
unwittingly encouraging the ugly business of coun- 
terfeiting. And every physician should remember 
that if he dispenses counterfeit drugs he becomes 
a party to the crime. 

Each doctor in the country should be alerted to 
this problem, and should be actively engaged in 
working toward its elimination. 


More on Chiropractors. It is significant that despite 
the American Medical Association’s determination 
to eliminate the chiropractic profession, the con- 
servative Wall Street Journal for October 16, 1961, 
has on its front page an article under the by-line 
of Thomas W. Bush, entitled “Chiropractors’ Climb. 
The subheads say: “They Make Headway in Strug- 
gle to Win Complete Acceptance; More Health 
Insurers Cover Their Fees; Educational Standards 
May Be Raised; But MDs Are Skeptical.” In this 
thought-provoking article Mr. Bush gives a de- 
tailed account of the struggle for acceptance of the 
chiropractic school of practice. Both sides are clear- 
ly presented. Recent advances by the chiropractors 
are spelled out in detail, as well as the opposition 
of the American Medical Association to these ad- 
vances. 

Of particular interest was the quotation of Dr. 
Charles Bechtol, chief of orthopedics at the Uni- 
versity of California at Los Angeles Medical Center. 
He is quoted as saying, “I teach manipulations I 
learned from a professor who in turn learned them 
from what are called ‘bonesetters’ in England.... 
Chiropractic has a place in the healing arts. The 
only quarrel we medical men have is that many 
chiropractors think theirs is the only art.” Continu- 
ing along the same line, Dr. Bechtol said he believes 
“established professions tend to look down their 
noses too much at professions which may not be 
so well established and therefore the older profes- 
sions miss what good there can be in the newer 
ones.” 

Mention is made of the recent capitulation of 
the osteopathic profession in California to organized 
medicine. 

The article goes on to enumerate some of the 
complaints of medical doctors concerning chiro- 
practic: “...medical doctors complain that there 
are many cases on record in which chiropractors 
have insisted on working on a patient’s spine when 
actually the patient urgently needed other treat- 
ment. In Oregon recently, a chiropractor lost a 
malpractice suit because he failed to detect a case 
of diabetes which later was cleared up when an 


MD started the patient on insulin shots.” Again 


quoting Dr. Bechtol, the article says that “cases of 
mistaken diagnosis aren’t unknown to the medical 
profession, either.” 

An understanding commentary on our times! 


Time capsule. Fifty years ago, the December 1911 
JouRNAL presented a series of articles concerning 
the nature of spinal lesions, with discussions relat- 
ing to the technique of their correction. In com- 
menting on the articles, Dr. H. L. Chiles, the A.O.A. 
Editor of that day, pointed out that medicine in 
general was beginning to recognize the occurrence 
and effects of these spinal lesions. In 1911 he 
asked the question. “Are we going to forsake it?” 
He then said: “If we do not intend to forsake it, it 
is our duty to study it and perfect ourselves in it, 
and show what may be done by intelligent spinal 
manipulative techniques.” 

On the same editorial pages Dr. Chiles made a 
plea for increasing the quantity and quality of 
osteopathic literature, particularly osteopathic text- 
books. In 1961 as in 1911, this need is unfulfilled. 
It is a problem that must be solved—and can be, 
providing those talented people within our profes- 
sion will take the time to make the contribution. 

Dr. Chiles said it in 1911, and it is repeated here 
in 1961: “Let’s make our own interest subservient 
to the advancement of the osteopathic profession.” 


Twenty-five years ago, the lead article in the 
December JourNAL, “Bachache: A Resume,” was 
based on more than 2,000 cases studied at the New 
York Osteopathic Clinic and in the private practice 
of the late Dr. Eugene R. Kraus. This outstanding 
radiologist applied basic osteopathic philosophies 
to radiologic diagnosis in a good article—in fact, 
one of the best to appear in osteopathic literature. 

The A.O.A. Editor of 1911 gave the address at the 
Memorial Services for Dr. A. T. Still at the Fortieth 
A.O.A. Convention held in New York in 1936. 

Dr. Chiles knew Dr. Still. In his Address he said: 


While Dr. Still was alive I heard the stories of the acute 
privation, the disappointment, the sneers and attempts at 
humiliation which he endured. I felt inexpressably sorry 
that what he gave us cost so much. But I have no such 
feelings any more when I see the revolutionary philosophy 
which came out of it and the man of transcendental qualities 
developed by it. We pass over the travail of the hour for 
the glories and triumphs of the new birth to last for all time. 
[Italics supplied.] 


Ten years ago, in the December 1951 JourNat, 
the lead article was by Irvin M. Korr, Ph.D., of the 
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Kirksville College of Osteopathy and Surgery. This 
article, “The Somatic Approach to the Disease Proc- 
ess,” has become one of the classics in the growing 
body of osteopa-hic literature. 

Let us read the closing paragraph of this paper. 


These answers to the problem of the chronic diseases must 
be developed, and will be developed, because society is 
demanding the answers. They can only flow from a large 
reservoir of basic information which in turn is achievable 
only through enlarged programs of fundamental research. 
In view of the unhappiness of the medical profession with 
its own temporization and expedients and its quest for a 
more basic approach, it must inevitably arrive at a similar 
conclusion. The osteopatic concept, therefore, in one form 
or another, has a certain and brilliant future as the logical, 
unitary, systematic basis for the treatment and prevention 
of chronic diseases—as the preventive medicine of tomor- 
row. The future of the osteopathic profession, however, 
will be to a decisive degree determined by the contribution 
it makes through fundamental and clinical research, to the 
further development of this concept. Through its 75 years 
of experience it is the most richly prepared profession to 
undertake this great responsibility to society. Today funda- 
mental research on a large scale offers the most direct (per- 
haps the only) road to the osteopathic profession’s rightful 
place in society and to its preparation for that place.” 


The care of the aging was also a matter of prime 
concern 10 years ago. In an editorial relating to the 
first National Conference on Aging which was held 
in Washington on August 13-15, 1950, the A.O.A. 
Editor wrote as follows: 


The appreciation accorded to a “Man and His Years” by 
the leadership of old-school medicine generally will be a 
measure of that school’s understanding of its own function 
within a democracy and of its right to continue to function 
free and untrammeled within a society to which it has such 
an avid lip service. To the osteopathic profession it will be 
another test of moral and social maturity as a school of 
medicine and its right to exist as such. 


As one reports each month words written 50, 25, 
and 10 years ago, it is difficult to escape the fact 
that problems rarely change. It is only the men that 
face them who change. To be sure, with each prob- 
lem there develops a certain perspective. However, 
problems like mankind move inexorably along and 
provide the tempering necessary for the advance- 
ment of society. 

A world without problems would indeed be dull. 
In fact, it would not be a world. 
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Conference on 
Health Insurance and 


Medical Care Plans 


The Conference on Health Insurance and Medical 
Care Plans held in Chicago on July 7 and 8, 1961, 
was sponsored by the Committee on Medical Care 
Plans of the American Osteopathic Association, of 
which Dr. Theodore F. Classen is chairman. Dr. 
Classen was general chairman of the Conference; 
Richard L. Wysong, Ph.D., professor of history, 
Central Michigan University, was program co- 
ordinator; and Mr. Milton McKay, A.O.A. general 
counsel, was the staff director. Section moderators 
were Drs. Classen, J. H. McCormick, A. A. Ferris, 
W. C. Andreen, and R. D. Anderson. 


The Nation’s health needs 


and plans 


IVAN A. NESTINGEN,*® Under Secretary of 
Health, Education, and Welfare, Washington, D.C. 


I deeply appreciate the privilege of addressing your 
conference on the subject of the Nation’s health 
needs and plans. America’s health needs are urgent 
and challenging, and the Kennedy administration 
has proposed a well-balanced plan to help the Na- 
tion meet these needs. 

The President's program would advance the Na- 
tion’s health in a number of critical areas. In brief, 
this program calls for: 

Legislation to develop and expand community 
health services 

Federal aid to medical and dental education 

Enlargement of the existing grants program for 
building health research facilities 

Increased funds for medical research 


*Address, Room 5262, North Building 
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The papers of Dr. Wysong; Mr. Jay C. Ketchum, 
executive vice president of Health Service, Inc., and 
Medical Indemnity of America; and Mr. J. F. Foll- 
mann, Jr., director of information and _ research, 
Health Insurance Association of America, were 
published in the October JourNnaL; and those of 
Mr. George W. Lane, Jr., assistant vice president, 
Group Insurance, Metropolitan Life Insurance Com- 
pany; Mr. Charles L. Massie, president, Federal 
Postal Hospital Association; and Mr. Walter H. 
Uphoff, president, Group Health Plan, Inc., in the 
November JouRNAL. The papers in this issue com- 
plete the series. 

It is hoped that this material will inspire discus- 
sion of objectives, problems, and developments of 
health insurance and medical care plans in other 
groups, thus extending the benefits of the Confer- 
ence. 


Intensified efforts to control the constantly in- 
creasing pollution of our environment 

Health insurance for the aged under the federal 
social security system. 

I would like to take up first the item I listed last. 

The administration’s proposal of health insurance 
for the aged has been the target of an organized, 
expensive, and unremitting attack in the public 
press and in paid announcements over the air. A 
major tactic of this campaign is to imply that the 
Government is trying to force something on the 
American people which they don’t want. 

I need not refute this point—it has already been 
refuted very effectively by the American people 
themselves. On June 8, Dr. George Gallup made 
public the results of a poll on this very question. 
His pollsters asked people of all ages: “Would you 
favor or oppose having the social security tax in- 
creased in order to pay for old-age medical insur- 
ance?” 

An overwhelming 67 per cent of those inter- 
viewed were in favor; 26 per cent were opposed; 
and 7 per cent had no opinion. Dr. Gallup states: 
“Those who favor such a move do so largely for 
two reasons: because they feel that such benefits 
are needed by many older persons in the popula- 


tion who would not have the necessary funds when 
and if expenses arose; and because they feel that 
the amount of increase in the social security tax 
they now pay would be very small.” Thus the strong 
backing President Kennedy and Secretary Ribicoff 
have given this proposal is now reinforced by our 
country’s most powerful voice—the voice, literally, 
of America. 

This poll dealt a heavy blow to another innu- 
endo against the administration proposal—the innu- 
endo that the net result would be socialized medi- 
cine. As explained by Dr. Gallup: “Few who oppose 
the measure seem to be taking into account the 
American Medical Association’s position, spelled 
out in a nationwide campaign through newspaper 
ads, posters, and radio commercials, that the move 
is in the direction of ‘socialized medicine’.” 

Anyone taking the time to read the proposal will 
realize that socialized medicine is completely for- 
eign to its provisions, individually and collectively. 
Under socialized medicine, all hospitals and other 
health facilities would be owned and operated by 
the government. All doctors would be on govern- 
ment payrolls and under government direction and 
control. 

No trace of any such end-product can be found 
anywhere in the administration’s proposal. The 
services of private physicians are excluded from the 
bill. The plan does not provide for the payment of 
the bills of the patient’s own doctor, regardless of 
where the doctor’s services are performed—in his 
office, in the patient’s home, in a hospital, or in a 
nursing home. Under this plan, in fact, the Govern- 
ment would not provide medical services of any 
kind. The plan would merely be a means of help- 
ing older people pay the costs of serious illness, 
much as Blue Cross does now for its members. 

There is nothing in the proposal that would inter- 
fere in any way with the doctor-patient relationship. 
The prerogatives of doctors and patients would 
remain totally unaffected. The patient would choose 
his own doctor and, with the advice of his doctor, 
would choose his hospital, just as he does now. 
There isn’t a single passage in the proposed legisla- 
tion indicating the possibility of any bureaucratic 
control, any interference with the doctor’s freedom 
to treat, any bureaucratic intrusion into the exam- 
ination room. On the contrary, there are, in the bill, 
explicit safeguards against any such eventuality. 

Is this socialized medicine? Hardly. 

I do not believe the American people want social- 
ized medicine. I do believe, however, that they like 
health insurance—as witness the rapid growth in 
coverage of private health insurance plans in re- 
cent years. The difficulty is that those who have the 
greatest need for health insurance—the aged—have 
the greatest difficulty obtaining it. 

Aged people have special, crucial needs. 

People over 65 have medical costs twice as high, 
on the average, as those of younger people, and 
they must meet these costs out of annual incomes 
that are, again on the average, only half as large. 
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During any year, a person of 65 or over can expect 
to spend two to three times as many days in the 
hospital as a younger person. In the course of a 
year, hospitalization, long or short, becomes neces- 
sary for one or both members of every fifth aged 
couple in our population. 

About 70 per cent of people under 65 carry hos- 
pitalization insurance, but only 46 per cent of 
those 65 and over have any kind of such insurance. 
Moreover, many of the policies available to older 
people provide for only small benefits under limited 
conditions and at a higher cost than to younger 
people. Many elderly persons with chronic condi- 
tions find that they cannot buy hospitalization in 
any form because they are bad health risks. Many 
others find that their hospitalization policies are 
canceled just when they need them most. 

Clearly, private insurance represents only a par- 
tial solution to the problems involved in providing 
adequate health care for the aged. Some other ap- 
proach is therefore necessary. 

One approach, of course, is to pay for such care 
for designated groups out of general revenues. This 
we have been doing for some ‘time through state- 
federal programs of old-age assistance. Last year, 
through the Kerr-Mills legislation, increased federal 
grants were authorized for this purpose, and a new 
program of medical assistance to the aged was 
authorized for people over 65 who, though not 
eligible for public assistance, are unable to pay 
large hospital and other medical-care costs. 

Both programs are needed to provide necessary 
medical care for those older people who find them- 
selves on the lower rungs of the economic ladder. 
And these programs would continue to be needed 
after passage of the proposed health insurance pro- 
gram. There would be some older people who 
would not be eligible for this protection and some 
with medical needs not covered by the insurance 
program. But these programs, which can only op- 
erate through a means test, have both philosophical 
and practical limitations so far as the Nation’s 17 
million older people generally are concerned. 

Philosophically, the weakness in this approach is 
that in order to avail themselves of this help, an 
aged man or woman must plead either complete 
poverty or a sufficient degree of poverty to qualify 
as medically indigent. I am sure you will agree 
that there are a great many older people who are 
simply too proud to take this step and rather than 
do so will put off seeking the medical care they 
need. ‘ 

In this connection, it is important to bear in mind 
that the problem of meeting the high costs of ill- 
ness in old age is not confined to the very poor. A 
few weeks of hospitalization can wreck the budget 
of an aged couple with a moderate retirement in- 
come. There are millions of such people in our 
society—people with proud records of paying their 
way in life. Is it fair for society to insist that all 
such people subject themselves to a means test in 
order to get the medical care they need? 
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I do not believe that the 
American people want socialized 
medicine. I do believe, however, that 
they like health insurance. . . . The 
difficulty is that those who have the 
greatest need for health 
insurance—the aged—have the 


greatest difficulty in obtaining it 


And from a practical standpoint—will they do 
this? 

And also from a practical standpoint, will the 
help always be available if they do bring them- 
selves to take this step? 

The inadequacies of the present programs have 
just been spelled out in a Staff Report to the Special 
Committee on Aging of the United States Senate 
on what is being done—or not being done—in the 
various states under the Kerr-Mills Act. The report 
deals with both the medical-care program for the 
needy under old-age assistance (OAA) and medical 
care for the near needy under the medical assist- 
ance for the aged (MAA) program. The report has 
this to say of these programs: 


If all States and Territories were to participate in an MAA 
program of medical care for the aged, approximately 10 
million aged persons (including OAA recipients) would 
be eligible for varying degrees of medical assistance. If all 
of these jurisdictions were to participate in such programs, 
there would still remain about 7 million aged persons who 
would not receive medical care under any program. 

However, in actual fact, on the basis of replies of the 
States to the Special Committee on Aging, a total of about 
12 million aged persons will not be protected under OAA 
or MAA medical-care programs as of January 1962. 

Finally there is the possibility that the economic burden 
of the MAA program will tend to restrain the scope of 
benefits and size of population, and thus fail to meet the 
legislative purpose of the program. 


So the problem of financing medical care through 
general revenues is not so simple after all. To me, 
the President’s proposal presents a refreshing con- 
trast. Under this program, most people over 65— 
those now in this age range and the millions vet 
to join the ranks of the aged—would have a large 
degree of health protection under a prepaid, spread- 
the-cost. share-the-risk insurance program on a na- 

tional scale. 
Here are the costs that the program would pay: 
All costs of up to 90 days of inpatient hospital 
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service in a single spell of illness over and above 
$10 per day for the first 9 days and full costs for 
the remaining 81 days, with a minimum deductible 
of $20 for a short stay. 

2. All costs of up to 180 days of skilled nursing- 
home care immediately after discharge from a hos- 
pital. 

3. All costs of hospital outpatient diagnostic 
services in excess of $20 for each diagnostic study. 

4. All costs of up to 240 community visiting 
nurse services and related home health services in 
a calendar year. 

The program would provide 150 units of in- 
patient care and skilled nursing-home services dur- 
ing any one period of illness. A unit is 1 day of 
inpatient hospital care or 2 days of skilled nursing- 
home care. Thus, if a person stayed in a hospital 
for 90 days before transferring to a nursing home, 
he would have used 90 units. The 60 remaining 
units would make him eligible for 120 days of 
skilled nursing-home care after he left the hospital. 

The beneficiary would become eligible for an- 
other 150 units of care after there had been at 
least 90 days in which he was neither in a hospital 
nor in a skilled nursing home. 

This is really a very conservative plan, as you 
can see, providing for the use of less expensive fa- 
cilities, nursing homes and the patient’s own home, 
when the doctor believes that those facilities are 
adequate for the treatment of his patient’s condi- 
tion. 

The availability of protection against the costs 
of outpatient hospital diagnostic services would 
tend to prevent the problems that have occurred 
under some hospital insurance plans that pay for 
hospital services only if given on an inpatient basis. 
This feature would also encourage beneficiaries to 
seek early diagnosis and treatment and thus enable 
them to avoid later hospital admission and perhaps 
an early death because of the advances of a de- 
tectable malady. 

These benefits would be available to all persons 
65 and over who are receiving, or have applied for 
and are eligible to receive, social security or rail- 
road retirement benefits. The program would be 
financed by an increase in the social security tax 
contribution of 4 of 1 per cent each on employers 
and employees, and % of 1 per cent on the self- 
employed, plus an increase in the maximum earn- 
ings subject to the tax from $4,800 a year to $5,200. 
These increases would amply cover the cost of all 
the benefits to be provided and would keep the 
social security system self-supporting. 

For 25 years working men and women have had 
an opportunity under social security to earn pro- 
tection against loss of income in old age. Under the 
President’s proposal, working men and women 
would also have the opportunity under social se- 
curity to earn protection against another kind of 
financial tragedy—prolonged illness in old age. 

Now I should like to discuss very briefly the 
administration’s other health proposals. 


Everyone agrees that adequate health care should 
be available to all people, where and when and 
how they need it. The fact must be faced that most 
of this country’s communities are not equipped, 
today, to perform all phases of the highly com- 
plex and vastly important activity known as public 
health. 

The Nation needs, for example, some 500,000 
more beds in skilled-nursing homes for older peo- 
ple who need some expert care but who are not 
sufficiently ill to require hospitalization. A very 
large portion of the existing nursing homes in this 
country are deficient in quality of health services, 
operation, or safety. 

Closely allied to the need for more and better 
nursing-home facilities and services is the need 
for more community services available to people 
in their own homes. Fewer than 1,000 communities 
in America offer even limited nursing services for 
patients in their own homes. 

This proposed legislation would speed progress 
on three fronts: 

First, federal grants to help build nonprofit nurs- 
ing homes would be doubled, from the present level 
of $10 million annually to $20 million. 

Second, federal grants would be made available 
to states for support of community programs to im- 
prove health services, both in nursing homes and 
in the homes of the patients themselves. 

Third, research to develop more effective ways 
of providing services within hospitals would be 
expanded. 

The administration has also proposed a 10-year 
program of federal matching grants to help in the 
construction of new medical and dental schools, 
and for the expansion of existing ones, as well as 
a program of federal scholarships to enable bright 
young people who can’t afford college to realize 
their ambition to become doctors and dentists. To 
maintain the present ratios of physicians and den- 
tists to population, we must, during the next 10 
years, graduate half again as many doctors and 
twice as many dentists. 

The administration’s health program is also mind- 
ful of the special needs of children. Despite brilliant 
progress in recent decades, some American children 
still die unnecessarily in infancy, while others en- 
dure intense suffering during their early years. 

The United States ranks tenth among the major 
nations of the world in protecting its children 
against death in infancy. Surely we can do better! 
Each year 400,000 babies are born inthe United 
States with congenital malformations—and other 
thousands suffer such afflictions as mental retarda- 
tion, cerebral palsy, and other conditions whose 
care and cure require intensive research. 

The President has proposed a program which 
would establish a new Institute of Child Health 
and Human Development and increased appropria- 
tions for various existing services contributing to 
the health of children. 

To assure that the flow of discoveries from the 
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The administration's health 
program is also mindful of the 
special needs of children. Despite 
brilliant progress in recent decades, 
some American children still 
die unnecessarily in infancy, 
while others endure intense suffering 


during their early years 


Nation’s laboratories will not only continue but 
increase, the President’s program includes exten- 
sion and strengthening of the existing grants pro- 
gram for building health research facilities and for 
expanding still further the present medical research 
program conducted and administered by the Na- 
tional Institutes of Health of the U.S. Public Health 
Service. 

The Department is also giving major emphasis 
today to the complicated problems of individual 
and general health attributable directly or indirect- 
ly to the environment. As you know, our country’s 
urbanization trend is rapidly increasing. 

Chemicals and radiations in the water we drink 
and the air we breathe pose new health problems. 
It is important that we determine the precise health 
damage done by different kinds of contaminants 
and that we control the constantly increasing pollu- 
tion of our environment. 

The establishment of an Environmental Health 
Center has been proposed as a focal point for 
dealing with this entire problem, including air and 
water pollution and radiological contamination. 


I have tried, this evening, to sketch in for you 
the carefully thought-out health plans which this 
administration has proposed to help meet the Na- 
tion’s urgent health needs. 

In conclusion, I feel I cannot do better than quote 
from the health message sent by President Ken- 
nedy to Congress in February. The concluding 
words of this message were: “The measures I have 
recommended recognize and strengthen the indis- 
pensable elements in a sound health program—peo- 
ple, knowledge, services, facilities, and the means 
to pay for them. Taken together, they constitute a 
necessary foundation upon which to build. . . . It 
is to the unfinished business in health—which af- 
fects every person and home and community in 
this land—that we must now direct our best efforts.” 
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The 1961 White House 
Conference on Aging: 
A report of the A.O.A. participants 


ALEXANDER LEVITT, D.O.,* Brooklyn, New 
York 


On January 8, 1958, Congressman John E. Fogarty 
of Rhode Island introduced a bill, H.R. 9822, to 
provide for holding a White House Conference on 
Aging before December 31, 1958. In introducing 
the bill, Mr. Fogarty pointed out that it had been 
8 years since the first national conference on aging, 
that considerable experience had been gained in 
the interim, and that many organizations and indi- 
viduals had become involved. He saw great value 
in providing an opportunity for these people to 
come together in the States and to take stock of 
“where we are and where we should be going.”! 

The objectives of the bill were described as fol- 
lows: 


That the Federal Government shall work jointly with the 
States and their citizens, to develop recommendations and 
plans for action which will serve the purpose of: 

1. Assuring middle-aged and older persons equal oppor- 
tunity with others to engage in gainful employment which 
they are capable of performing, thereby gaining for our 
economy the benefits of their skills, experience, and produc- 
tive capacities. [Your reporter notes that this objective could 
be aided through maintenance of health of older persons by 
means of adequate health care programs.] 

2. Enabling retired persons to enjoy incomes sufficient for 
health and for participation in family and community life 
as self-expressing citizens. [Your reporter notes that this 
objective could be accomplished through maintenance of 
health of older persons by means of adequate health care 
programs. } 

3. Providing housing suited to the needs of older persons 
and at prices they can afford to pay. [Here, your reporter 
notes that ability to avoid illness and ability to pay for 
health care in the face of limited income are contributed to 
by good housing programs designed to provide wholesome 
hygienic environments and adapted to meet physical and 
other health needs of older persons.] 

4. Assisting middle-aged and older persons to make the 
preparation, develop skills and interests, and find social con- 
tacts which will make the gift of added years of life a period 
of reward and satisfaction and avoid unnecessary social cost 
of premature deterioration and disability. [Your reporter 
notes that the relationship between “added years of life” 
and “comprehensive health care” are self-apparent.] 

5. Stepping up research designed to relieve old age of 
its burdens of sickness, mental breakdown, and social ostra- 
cism. [Your reporter notes that this objective bears a direct 
relationship to the major objective of the A.O.A. Conference 
on Health Insurance and Medical Care Plans we have been 
holding here these past 2 days.] 


After Hearings before subcommittees of both 
Houses of Congress the Conference date of Decem- 
ber 1958 proposed in Mr. Fogarty’s bill was changed 
to January 1961, and the bill was passed in both 
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Houses with bipartisan support. On September 2, 
1958, the bill which we know as Public Law 85-908, 
the White House Conference on Aging Act, was 
signed by President Eisenhower. The Secretary of 
the Department of Health, Education, and W elfare 
was given responsibility for organizing the Confer- 
ence. 


Prior national conferences 


Three national conferences dealing with the prob- 
lems of aging had been held prior to enactment 
of the 1958 White House Conference on Aging Act. 

The first National Conference on Aging took 
place in August 1950. The Conference was initiated 
by the Federal Security Administrator, at the direc- 
tion of President Truman and as an outgrowth of 
the rising awareness of the growing problems of 
older people and of the magnitude of the effort 
that would be required to meet them. It brought 
together 816 participants from all parts of the coun- 
try. The discussion was organized around eleven 
broad subject-matter fields. Essentially, the 3-day 
meeting constituted a forum type of exploratory 
conference. No action was proposed or taken by 
the body of conferees as a whole. However, each 
of the eleven sections developed a series of recom- 
mendations which became guides to action over 
the ensuing decade. The report of that Conference, 
Man and His Years, was issued by the Federal 
Security Agency. 

In September 1952, a Conference of State Com- 
missions on Aging and Federal Agencies was held 
to discuss questions of organization, functions, and 
services. At that time about fifteen states had com- 
mittees or commissions on aging, whose members 
wished to discuss experiences and explore mutual 
problems on aging and aged individuals for whom 
state agencies were responsible. Thirty states were 
represented at the Conference. 

In June 1956 there was a second Federal-State 
Conference on Aging. This was a joint project of 
the Council of State Governments and the Federal 
Council on Aging. A total of 240 delegates and. 
other official participants registered for the Con- 
ference. About half were official delegates repre- 
senting forty-one states and two territories. The 
objectives of that Conference were as follows: 

1. To afford state and federal agencies an oppor- 
tunity to share knowledge and experience as to the 
nature and impact of aging, and as to programs 
designed to meet problems and challenges of aging 

2. To enable states to develop guidelines and 
principles for administrative, legislative, and com- 
munity action in meeting further the requirements 
of their aging populations 

3. To help federal agencies reach better defini- 
tion of their responsibilities in the field 

4. To promote more effective intergovernmental 
assistance between federal and state agencies on 
programs in aging. 

The subject matter of that Conference was di- 


vided into six topics. Recommendations in each 
area were allocated to federal, state, or local levels 
of responsibility. The report of that Conference 
was issued under the title, Mobilizing Resources 
for Older People. 


Participants in White House Conference 


The first White House Conference on Aging, held 
in Washington, D.C., January 9-12, 1961, brought 
together 3,234 persons, of whom 2,565 were voting 
delegates and 669 were nondelegates. Not included 
in these figures were members of the administrative 
staff, volunteer workers and members of the press.” 

Of the 2,565 delegates, almost two thirds (1,694) 
represented all the states, the District of Columbia, 
and the territories (Puerto Rico and the Virgin 
Islands ). Nearly one quarter (628) represented 300 
participating voluntary organizations. The remain- 
ing 10 per cent were members of the National 
Advisory Committee (132) and consultants to the 
Planning Committees (111). Nondelegates con- 
sisted of 405 invited guests and 264 nondelegates 
with program responsibilities.? 

Physicians and dentists made up about 69 per 
cent of the delegates in the Section on Medical 
and Biological Research, 39 per cent of the dele- 
gates in the Section on Health and Medical Care, 
and 30 per cent of those in the Section on Reha- 
bilitation. 

Ten members of the American Osteopathic Asso- 
ciation were in attendance. Four served as A.O.A. 
representatives: 

Dr. Vincent P. Caroll, Laguna Beach, California, 
A.O.A. Past President, as a member of the Advisory 
Committee of the White House Conference on 
Aging 

Dr. Charles Naylor, Ravenna, Ohio, A.O.A. 
President-Elect, as a replacement for Dr. True B. 
Eveleth, A.O.A. Executive Director, who was not 
able to attend 

Dr. Roy J. Harvey, Midland, Michigan, A.O.A. 
President, and Dr. Alexander Levitt, Brooklyn, New 
York, former A.O.A. Trustee, as delegates on invi- 
tation from the White House. 

Six served as state-appointed delegates: Dr. O. 
L. Brooker, Livonia, Michigan; Dr. J. A. Walker, 
Royal Oak, Michigan; Dr. P. R. Russell, Fort Worth, 
Texas; Dr. L. R. Hall, Kansas City, Missouri; Dr. 
J. B. Rapp, Glen Riddle, Pennsylvania; Dr. N. V. 
Oddo, Long Beach, California. 

Mr. Leonard Heffel of the A.O.A. Division of 
Public and Professional Service served as a member 
of the Conference press. 

In comparison, about one tenth of the Conference 
participants were reported to have been American 
Medical Association delegates. 


The Conference at work 


The Conference began officially with a Plenary 
Session in Constitution Hall on January 9. Nearly 
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3,000 delegates, guests, press representatives, and 
observers heard President Eisenhower, Senator Pat 
McNamara of Michigan, and Mr. Fogarty deliver 
the major addresses which set the theme of the 
Conference. 

Senator McNamara reviewed some important 
problems and some proposed solutions related to 
the major problems of our aged population. He 
made special mention of the number of “A.M.A.- 
oriented” delegates, saying: “I am concerned that 
the American Medical Association has publicly 
stated that it will devote all its resources to block 
any attempts by the Conference to endorse medical 
insurance for the aged tied to Social Security.” He 
followed this with adverse comments on the role 
which the A.M.A.-oriented delegates would have 
in the Conference. 

Mr. Fogarty said: 


I would be very naive if I were not aware of the many 
problems that confronted you in your preparations for this 
meeting. To be blunt, some of the same difficulties are with 
us this morning as you prepare for the Sections and Work 
groups to which you were assigned. 

It has been charged by some of you and others who 
refused to come that “this meeting is stacked and loaded.” 
The same allegation was made about some of your meetings. 
Special interest groups are said to be operating through 
delegates that occupy key positions where they can influence 
discussion and “edit” the reports. 

More disturbing is the feeling others have expressed that 
special interest groups are “ganging up” in several Sections 
to block possible action or insure a majority vote on issues 
that might be recommended. 

The charges that the Conference is being “stacked” or 
“loaded” or that the delegates are “ganging up” are serious 
and insulting to the trust the Nation’s citizens of all ages 
have placed in your hands to consider solutions to the prob- 
lems that have or will confront every one of us in due time. 
I am certain it was not the intention of the “accusers” or 
these ill-advised critics, but I believe they have challenged 
the integrity of every one of us. We now have an additional 
assignment to prove the falsehood of their statements. 

I have no patience with and very little respect for any 
who would place politics, personal or professional prejudices, 
and greedy self-interests ahead of positive action for our 
Nation’s older citizens. 

At the time of introducing my bill, I insisted that in all 
of its phases, the Conference should remain nonpartisan. 
The problems with which the aging ‘are confronted are not 
respecters of race, color, creed, or political party. We are 
assembled to consider the recommendations made in your 
state and local organization meetings. We must be influenced 
only by what we regard as the highest standard that our 
economy can support, what we are willing to finance, and 
always what is in the best national interest. 

Because I too am interested in Congressional action that 
will also be in the Nation’s best interest, I have introduced 
a bill to establish a Federal Commission on Aging. 


Adverse remarks directed toward A.M.A. dele- 
gates at the opening Plenary Session of the Con- 
ference constituted an unpleasantness and challenge 
from which all health groups may profit. The need 
for professions in the health field to help plan and 
support constructive programs for the health care of 
aging and aged individuals rather than oppose 
health care programs proposed by others was em- 
phatically pointed out in the remarks of Senator 
McNamara and Congressman Fogarty. 
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The plan of the Conference 


Immediately after enactment of the White House 
Conference on Aging Act, the special HEW Staff on 
Aging prepared a comprehensive prospectus cover- 
ing (1) a total Conference plan, and (2) a draft of 
criteria for federal grants to assist organization of 
Conferences on Aging at state levels. These were 
studied and modified by the National Advisory 
Committee, appointed by HEW Secretary Arthur 
S. Flemming on June 2, 1959. Robert W. Kean, a 
former Congressman from New Jersey, had been 
appointed chairman of the National Advisory Com- 
mittee on April 11, 1959. In addition, Mr. Kean 
served as chairman of the Conference. 

State councils or agencies on aging and national 
organizations interested in public health and wel- 
fare, including the American Osteopathic Associa- 
tion, sent statements with recommendations for con- 
sideration by the National Advisory Committee and 
the technical staff setting up the Conference. Out of 
these statements much background material was 
prepared and submitted to delegates prior to the 
Conference. 

The Conference organizational plan called for ten 
major groups arranged in twenty Subject-Matter 
Sections, each of which had about 140 voting dele- 
gates. These Sections were subdivided into small 
Work Groups. Delegates were assigned to Sections 
and Work Groups for the duration of the Confer- 
ence. Assignments of voting delegates were made 
in accordance with (1) major occupation or activi- 
ty, (2) professional identification with aging, (3) 
age groups, and (4) size of area of residence. This 
plan was chosen to make certain that issues and 
problems would be considered from the many 
points of view represented by the delegates and in 
the depth required for reasoned conclusions and 
sound recommendations. 


Recognizing that most of the delegates would 
be getting only a limited view of the Conference, 
the National Advisory Committee provided eight 
special meetings which ran concurrently the first 
evening of the Conference. Each of these meetings 
was designed to deal with topics broader than any 
of the twenty subject-matter areas or a more de- 
tailed exploration of the specific issues and prob- 
lems with which the delegates would be working 
in Sections. These special meetings were addressed 
by recognized authorities, some of whom set forth 
different points of view. 

The participants in all of the Subject-Matter 
Sections and Work Groups examined possible ap- 
proaches to the problems under consideration, re- 
viewed some going programs, identified long-range 
values and implications, and suggested bases for 
setting goals and defining proposals for action. They 
were guided by the following questions: 

1. What are today’s problems of older persons? 

2. What is being done to serve their needs? 


3. What are the recommendations with regard to 
unmet needs? 
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4. What are the suggestions for activities which 
may in the future help prevent the problems and 
needs of older people? 

Subject-Matter Section topics were: 

Group I—Population trends and social and eco- 
nomic implications; income maintenance; impact of 
inflation on retired citizens; and employment se- 
curity and retirement 

Group Il—Health and medical care and rehabili- 
tation 

Group II—Social services 

Group [V—Housing 

Group V—Education 

Group VI—Role of training of professional per- 
sonnel; and family life, family relationships, and 
friends 

Group VII—Free-time activities, recreation 

Group VIII—Religion 

Group [X—Research in gerontology including 
biologic, medical, psychologic, and social science 

Group X—Local community organization; state 
organizations; national voluntary services and serv- 
ice organizations; and federal organizations and 
programs. 

The channels established for the flow of ideas, 
suggestions, and recommendations were designed 
to permit optimum participation and contribution 
by the individual delegate. This was accomplished 
by a uniform system of voting as follows: 

1. Work Group meetings were, in the main, dis- 
cussion groups on various topics within the subject- 
matter areas for the purpose of formulating propos- 
als for recommendations. 

2. The findings and opinions which emerged 
from the Work Groups were sent to the Section 
Recommendations Committee (appointed by the 
Section chairman) for consideration and collation 
with the findings and opinions of the other Work 
Groups in that Section. The results of the Commit- 
tee’s deliberations were sent back to a’ gathering of 
all the Work Groups of a Subject-Matter Section for 
acceptance, rejection, or modification. The Com- 
mittee then reconsidered this material before pre- 
senting it, in the form of policy statements and 
recommendations, to the major group of which the 
Section was a part, for consideration and elimina- 
tion of overlapping and redundancy. The final stage 
of this chain of action was the presentation of the 
policy statements to the Plenary Sessions. 

The Conference plans provided that the Plenary 
Sessions would be informative and inspirational but 
that they would include no voting. This decision 
was based on the difficulty of arranging for dis- 
cussion and voting in so large a group. It was also 
believed that only the members of the Sections 
would have had opportunity thoroughly to consider 
all merits and demerits of a proposal and of its 
alternatives. Only they would have been able to 
bring to the discussions their particularized consid- 
eration of the topics previously examined in local 
and state meetings. Only they would have had the 
opportunity to exchange and refine preconference 
experience with other delegates in the intensive give 


and take during the 2 days of small group sessions. 
Consistent with this approach the chairman of each 
Work Group, or Plenary Session, was directed to 
rule out of order any proposal not specifically re- 
lated to the purposes of the Conference and not 
germane to the subject matter that body was dis- 
cussing at a particular meeting. 

Two factors were considered as assuring that 
all those who were interested and informed on the 
subject would have an opportunity to participate 
in the Section making the final recommendation in 
the subject matter area: 

1. All delegates were assigned to their first choice 
of a Section except in those few cases where the 
Governor, or person officially designated by the 
Governor, made a different assignment. 

2. The discussions were based on both summaries 
and verbatim reports of state recommendations in 
the subject-matter area, and these together with 
other background material were made available to 
the delegates for study prior to the Conference. 


Recommendations or statements 


Recommendations or policy statements relating to 
four major subjects close to the osteopathic profes- 
sion and its institutions which came out of the 1961 
White House Conference on Aging are: 


One: Health Maintenance e Health maintenance 
for the aging should include educational programs 
for more healthful living in the areas of nutrition 
and continued physical and mental activity. 

The health professions must assume the leading 
role in this effort and, through recognized mass 
media, schools, industry, union halls, and those 
public and private agencies having to do with 
health needs, prescribe what is best for the preser- 
vation of the health of the aging. 

Both the aging group and the health professions 
must be made cognizant of the importance of peri- 
odic health appraisals, the prevention and early 
detection of disease, and the prevention of acci- 
dents. 

Recommendations to this end were as follows: 

1. Improvement of health education in all schools, 
including professional; improved health education 
in industry; improved health education in public 
and private agencies having to do with health of 
the aging 

2. Better use of mass media by professionals in 
the health field 

3. Encouragement of research in motivation 
toward the adoption of good health practices 

4. Strengthening or organization of community 
health councils to coordinate effects in this area 

5. Assumption by physicians, dentists, pharma- 
cists, nurses, and all other members of the health 
services of a leading role in all health educational 
efforts 

6. Strengthening at local, state, and federal levels 
the control of advertising and labeling of products 
and services offered to the aging 
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7. Preventive programs as an essential part of 
health maintenance for the aging (These programs 
should be on a community basis and directed to 
all age groups. They should involve all disciplines 
interested in problems of the aging and emphasize 
the early detection of disease processes. All pre- 
ventive programs should consider the utilization of 
validated screening programs and research in this 
area should be intensified. Preventive programs 
should be based on the essentiality of periodic 
health appraisals. ) 

8. Making health care available without barriers 
and with preservation of the dignity of the indi- 
vidual 

9. Provision of community health services in 
homes to reduce hospitalization 

10. Establishment of nutrition programs 

11. Fluoridation of water supplies as a long-range 
benefit for the dental health of the aging group 
of the future 

12. Encouraging the aged to play constructive 
and productive roles in their families and com- 
munities 

13. Placement, by states and communities, of 
responsibility for coordination ‘of programs for aging 
in a single agency 

14. Inclusion of health maintenance in prepay- 
ment plans by insurance companies. 


Two: Mental health e Mental health is adapta- 
bility to internal and external change, recognition 
of self-limitations and potential, and the mainte- 
nance of a variety of sources of satisfaction. Any 
condition that causes pathologic changes in these 
areas can create mental illness, regardless of age. 
In order to provide adequately for the mental 
health needs of older people, consideration must 
be given to certain positive concepts: 

1. The development of a public enlightenment 
program which recognizes that public attitudes 
toward mental health can and must be changed. 
This process of enlightenment should begin with 
the child in the family and continue throughout 
life. 

2. The mentally ill aged should receive service 
in the community from the same agencies and clin- 
ics serving other groups. 

3. The aged should receive mental hospital serv- 
ice only when they are mentally ill and there are 
psychiatric indications. 

4. Mental health services, inpatient and outpa- 
tient, should be organized to allow free movement 
of patients between ,services depending on treat- 
ment needs. 

5. The community should provide a proper psy- 
chiatric evaluation of any patient prior to initiating 
commitment proceedings. If commitment is indi- 
cated, plans should be started immediately toward 
return of the patient to the community. The pro- 
cedure of commitment should not require a finding 
of incompetency. 

6. Any plaris which provide health care or as- 
sistance should not exclude the mentally ill. A per- 
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centage of all federal hospital construction funds 
should be earmarked by the states for mental health 
facilities. 


Three: Institutional Care e A broad spectrum 
of institutional facilities is essential for proper 
health and medical care for all citizens, especially 
the aged. These facilities must be provided through 
orderly planning to prevent duplications and de- 
ficiencies. The local area (city, county, or metro- 
politan) should be used as the planning base. 

Uniform definitions of types of facilities should 
be developed. Each facility should provide, within 
its defined limits, the highest possible quality of 
service. Institutional care should be provided in 
a manner which does not discourage care in the 
home but insures that such care is given at the 
right time and in the right place. Institutional care 
should encourage self-reliance and preserve per- 
sonal dignity. 

The quality of care in many institutions should 
be greatly improved. Licensing laws must be ade- 
quate to protect the public and must be rigorously 
enforced. Essential to improvement of standards 
beyond minimum levels is a voluntary accreditation 
program, such as the Joint Commission on Ac- 
creditation of Hospitals and the Bureau of Hospitals 
of the American Osteopathic Association. 

Adequate care cannot be provided without suf- 
ficient financing, both for construction and for pro- 
vision of services. Costs should be kept to the 
lowest possible level consonant with high-quality 
care through planning, efficient management, and 
economical use of facilities. No needed care should 
be denied because of inability to pay, nor should 
the financing mechanism create impediments to the 
proper utilization of the various types of facilities, 
including the home. Everything possible should be 
done to encourage voluntary prepayment groups 
to expand and broaden their coverage for aged 
individuals and, further, to extend such coverage 
over the whole institutional care spectrum, includ- 
ing care in the home. Local, state, and federal gov- 
ernment financing will be required in increasing 
amounts to supplement individual resources and 
voluntary prepayment. 


Four: Financing Health Care e The problem of 
furnishing an adequate level of high-quality health 
care for the aged is so large and so complex that 
its solution will require the use of a variety of 
approaches, including individual and family re- 
sources, voluntary health insurance, industrial pro- 
grams, Social Security, and public assistance. 
Present federal legislation providing governmen- 
tal aid for recipients of public assistance and for 
the medically indigent is desirable and should be 
strengthened so as to provide a high-quality care 


324 


program. The states are urged to take full advan- 
tage of this legislation. 

Voluntary health insurance for the aged should 
continue to be expanded. Industry should be en- 
couraged to expand its health care programs and 
to extend to retired persons the medical care pro- 
tection afforded to current workers. 

Private voluntary effort and public assistance can 
contribute much to the solution of the problem of 
health care for the aged. However, they will con- 
tinue to fall short of meeting the basic medical 
care needs of the aged as a whole. (The majority of 
the delegates of Section #2, 170 to 99, voted for the 
Social Security mechanism as the basic means of 
financing health care for the aged.) 

Establishment of a program of health benefits 
financed in the same way as OASDI cash benefits, 
would give to the aged assurance that the costs 
of essential health care will be met when their 
working years are over. The mechanism of con- 
tributory social insurance, under which contribu- 
tions are made by workers during their working 
years, will then provide health care to protect them 
in retirement. Such legislation would help to ease 
the problems of hospitals, public assistance pro- 
grams, and private philanthropy, and would relieve 
voluntary insurance programs of the burden of 
carrying this high-risk group. 

The minority of Section 2 voted against the Social 
Security mechanism as the basic means of financing 
health care; their belief was that such use would 
interfere with the physician-patient relationship, 
that it is unnecessary because of the potential 
growth of voluntary insurance, and that all needy 
aged can be cared for by public assistance through 
the recently enacted federal program of health 
care for the low-income aged. In addition they felt 
that the Social Security program should provide 
for cash benefits and not for services of various 
kinds. 


Conclusion 


We cannot here today decide how the profession 
and its institutions are going to help in implement- 
ing these Recommendations. It is important, how- 
ever, that we all consider them and evaluate which 
of them we can help in achieving and which are 
consistent with our principles and policies. Many 
of them, if implemented, can go far in assuring 
America’s senior citizens a healthier and happier 
life in the years ahead. 


1. Special report: White House Conference on Aging, January 
9-12, 1961, Washington, D.C. U.S. Department of Health, Educa- 
tion, and Welfare. U.S. Government Printing Office, Washington, 
D.C., 1960. 

2. The Nation and its older people. Report of White House Con- 
ference on Aging, January 9-12, 1961. U.S. Department of Health, 


- Education, and Welfare. U.S. Government Printing Office, Washing- 


ton, D.C., 1961. 
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ZENTRON*™ 


Chemistry e Zentron is a compre- 
hensive liquid hematinic. Each 5 
cc. teaspoonful contains ferrous 
sulfate (equivalent to 20 mg. of 
iron); vitamins B, (1 mg.), B, 
(1 mg.), B, (0.5 mg.), and B,, 
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crystalline (5 meg.); pantothenic 
acid (1 mg.); nicotinamide (5 mg. ); 
ascorbic acid (35 mg.); and alco- 
hol, 2 per cent. 


Pharmacodynamics e Zentron is 
especially formulated to. correct 
iron deficiency, restore appetite, 
and help promote normal growth. 
At the recommended dosage, Zen- 
tron produces a hematopoietic re- 
sponse with little risk of gastric 
irritation. The combination of B 
complex and vitamin C in this 
preparation is said to be unique; 
this: feature is made possible by 
special protective methods during 
manufacturing and filling processes. 


Indications e Zentron is indicated 
for the prevention and treatment 
of iron-deficiency anemia and the 


prevention of vitamin B complex 


and vitamin C deficiencies in chil- 
dren. It is also indicated for ane- 
mia in elderly patients who prefer 
liquid medication. 


Dosage schedule e The recom- 
mended dosage for adults is 1 to 2 
teaspoonfuls three times a day, 
preferably at mealtime; for infants 
and children, % to 1 teaspoonful 
one to three times a day, preferably 
at mealtime. 


How supplied e Zentron is a yel- 
low liquid with a wild-strawberry 
flavor, supplied in bottles of 8 fl. 
oz. A polyethylene lip on the bottle 
largely eliminates sticking of the 
cap. 


Manufacturer e Eli Lilly and 


Company, 740 S. Alabama St., In- 
dianapolis 6, Indiana. 
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ALPHADROL TABLETS" 


Chemistry ¢ Alphadrol is a brand 
of fluprednisolone, an adrenocorti- 
cal steroid hormone. 


Pharmacodynamics e In clinical 
use, Alphadrol exerts a general anti- 
inflammatory effect, and_ inhibits 
allergic, rheumatic, leukemic, and 
hemolytic reactions. As with other 
steroid hormones, endogenous ad- 
renocortical activity may be sup- 
pressed, particularly during long- 
term administration. 


Toxicology ¢ Undesirable side ef- 
fects noted with Alphadrol have 
been similar in nature and _inci- 
dence to those seen with predni- 
solone. Ecchymotic manifestations 
may occur, although they have 
been noted only rarely during the 
clinical evaluation of Alphadrol. 
Edema and hypertension have been 
virtually lacking in patients receiv- 
ing Alphadrol, and such bizarre 
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side effects as muscle wasting and 
muscle weakness have not occurred. 
Suppression of adrenal activity may 
make it necessary for patients to 
receive adrenocortical supportive 
therapy during periods of unusual 
stress during or several months fol- 
lowing the steroid therapy. 


Indications e Alphadrol tablets are 
indicated for acute rheumatic fever, 
rheumatoid arthritis, asthma, hay 
fever and allergic disorders, der- 
matoses, blood dyscrasias, and oc- 
ular inflammatory disease involving 
the posterior segment. 


Contraindications e Alphadrol 
should not be used in cases of ar- 
rested tuberculosis, peptic ulcer, 
acute psychoses, Cushing’s syn- 
dreme, herpes simplex keratitis, 
vaccinia, and varicella. It should be 
used with caution in active tuber- 
culosis, diabetes mellitus, osteopo- 
rosis, chronic psychotic reactions, 
predisposition to thrombophlebitis, 


hypertension, congestive heart fail- 
ure, and renal insufficiency. Inter- 
current infection must be brought 
under control with appropriate an- 
tibacterial measures or Alphadrol 
should be discontinued. 


Dosage schedule e The total daily 
dose of Alphadrol should be di- 
vided into four doses taken after 
meals and with a snack at bedtime. 
For severe seasonal asthma and hay 
fever, and for Rhus dermatitis, the 
dosage is 6 to 15 mg. per day. For 
intractable allergic rhinitis the ini- 
tial dosage is 4.5 to 15 mg. per day; 
maintenance dosage of 1.5 to 6.0 
mg. daily may be necessary for 
some patients when pollen counts 
are very high. 


How supplied e Alphadrol tablets, 
scored, are available in a 0.75-mg. 
size (light green) or 1.5-mg. size 
(pink), in bottles of 25 and 100. 


Manufacturer e The Upjohn Com- 
pany, Kalamazoo, Michigan. 
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SYNALAR*™ 


Chemistry e Synalar is fluocinolone 
acetonide, a synthetic corticosteroid 
designated chemically as 6a, 9a di- 
fluoro-16a-hydroxyprednisolone- 16, 
17-acetonide. It is supplied at a 
concentration of 0.025 per cent in a 
water-washable, aqueous base of 
stearic acid, propylene glycol, sor- 
bitan monostearate and monooleate, 
polyoxyethylene sorbital mono- 
stearate with methyl and propyl- 
paraben as preservatives. 


Pharmacodynamics ¢ In topical 
application, Synalar has an anti-in- 
flammatory effect said to be 40 
times as potent as that of hydro- 
cortisone. Thus it may be used in 
sparing amounts and over a long 
period, since no systemic effects 
are detectable. In clinical evalua- 
tion, the compound has been re- 
ported effective in many chronic 
cases of skin disease resistant to 
previously available topical steroids 
and in some cases which had been 
resistant to systemic steroid ther- 
apy. 


Toxicology e Synalar cream is vir- 
tually nonsensitizing and nonirritat- 
ing. In some instances of derma- 
toses where an emollient effect is 
desired, medical effectiveness is in- 
creased by diluting the cream with 
equal parts of hydrogenated vege- 
table oil or petrolatum. Although 
side effects are not ordinarily en- 
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countered with topically applied 
steroids, certain adverse reactions 
or idiosyncrasies may occassionally 
appear. Also it is possible that 
when anti-inflammatory steroids of 
this type are used in areas of infec- 
tion, spreading of the infection may 
occur. 


Indications e Synalar is indicated 
for topical use in acute or chronic 
dermatoses, including atopic der- 
matitis, neurodermatitis, contact 
dermatitis, seborrheic dermatitis, 
eczematous dermatitis, pruritus ani, 
lichen simplex, post-anal surgery, 
nummular eczema, stasis dermati- 
tis, intertrigo, exfoliative dermatitis, 
and certain superficial lesions of 
psoriasis. 


Contraindications e There are no 
contraindications to the use of Sy- 
nalar cream, except the obvious 
one of pre-existing infection in the 
area to be treated. 


Dosage schedule e Synalar cream 
is applied lightly to the affected 
skin two or three times a day. The 
cream should be rubbed in gently 
and thoroughly until it disappears. 


How supplied e Synalar cream is 
available on prescription, in 15- 
gram collapsible tubes containing 
0.025 per cent fluocinolone aceto- 
nide in a lyophilic base. 


Manufacturer e Syntex Laborato- 
ries, Inc., New York, New York. 
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DACTILASE™™: 


Chemistry e Dactilase, spas- 
mogestant agent, is a combination 
of piperidolate hydrochloride, three 
standardized enzymes—cellulolytic, 
amylolytic, and proteolytic—pan- 
creatin, and taurocholic acid. 


Pharmacodynamies e Dactilase is 
designed to provide rapid antispas- 
modic and mucosal anesthetic ac- 
tion with comprehensive enzymatic 
support of digestion. Through non- 
narcotic effects, Dactilase over- 
comes pain and spasm and restores 
normal motility throughout the up- 
per gastrointestinal tract. It does 
not interfere with secretory activity 
essential to normal digestion. - It 
provides an; optimal environment 
for more complete breakdown of 
food into small particles, facilitat- 
ing emulsification and the enzymat- 
ic processes of digestion. 


Toxicology e Dactilase is almost 


No. 4409 


OACTILASE 


lipolytic acti. SPASMOGESTANT 


activity) 
Arid 


withowt prescription 


Indications e Dactilase is indi- 
cated for a wide range of gastroin- 
testinal disorders in which pain, 
spasm, and gas are associated with 
faulty digestion, including nervous 
indigestion, dyspepsia, pancreatic 
insufficiency, postcholecystectomy, 
gastroenteritis, biliary colic, post- 
gastrectomy, spastic colon, heart- 
burn, cardiospasm, pylorospasm, 
and dysphagia. 


Contraindications e Dactilase 
should not be used in cases of glau- 
coma, or in jaundice due to com- 
plete biliary obstruction. 


Dosage schedule e The usual dos- 
age is one tablet with or immedi- 
ately after each meal, the tablets 
to be swallowed whole. 


How supplied e Dactilase tablets 
are available in bottles of 60. 


Manufacturer e Lakeside Labora- 
tories, Inc., Milwaukee 1, Wiscon- 
sin. 
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MONO-KAY'™ 


Chemistry e Mono-Kay is a brand 
of phytonadione, or synthetic vita- 
min K,; chemically, it is 2-methyl- 
3-phytl-1, 4-naphthoquinone. It is 
available as a water emulsion with 
polysorbate 80 as a dispersing and 
emulsifying agent, and in 5 mg. 
tablets. 


Pharmacodynamics e Vitamin K, 
is a specific agent for the preven- 
tion and treatment of hypopro- 
thrombinemia. 


Indications e Mono-Kay is indi- 
cated as a prophylactic or thera- 
peutic measure in hypoprothrom- 
binemia which may occur in the 
neonatal period, as a result of ex- 
cessive oral anticoagulants, during 
biliary obstruction or fistula that 
results in malabsorption of vitamin 
K, after prolonged administration 
of prothrombin-depressing drugs, 
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5 ampoules. 2 


Sterile 


Caution: Fed? 
dispensing 


and preoperatively when impend- 
ing surgery may require reversal of 
prothrombin levels to normal to 
avoid hemorrhage. 


Precautions e In general, intra- 
muscular or subcutaneous injection 
should be reserved for patients in 
whom intravenous administration is 
not indicated. The drug should be 
administered at the rate of not 
more than 10 mg. per minute intra- 
venously and not more than 25 mg. 
at one site intramuscularly or sub- 
cutaneously. 


Contraindications e Mono-Kay is 
not recommended for the treatment 
of hemorrhagic diseases accompa- 
nied by normal prothrombin levels 
in the blood or for control of hem- 
orrhagic manifestations of exagger- 
ated heparin response. 


Dosage schedule e Mono-Kay 
should be administered orally only 
in nonemergency situations in which 


Size No, 
jone Emutsion 


=, 
2- 


. 


there is not likely to be a deficiency 
of bile salts and in which oral ad- 
ministration might be feasible to 
control unstabilized prothrombin 
levels in patients receiving antico- 
agulant therapy. Intravenous ad- 
ministration is recommended in the 
presence of active hemorrhage. The 
intramuscular (preferably) or sub- 
cutaneous route is recommended 
for control of excessive prothrom- 
bin times when bleeding is not 
threatened, and for prophylactic 
Dosage and administration 


vary with the condition present and 


use. 


with the severity of the case. 


How supplied e Mono-Kay is 
available in 5 mg. tablets, bottles 
of 50, and in injectable form, am- 
poules containing 1 mg., 10 mg., 
25 mg., or 50 mg., with 5 ampoules 
in each package. 


Manufacturer e Abbott Labora- 
tories, North Chicago, Illinois. 
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NEW BURDICK EQUIPMENT 


Description e Two new defibril- 
lators, the DF-100 and DF-80, and 
a new infrared lamp, the Zoalite 
500, are now available from The 


Burdick Corporation. 
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The Burdick DF-100 is actually 
two units in one, and may be used 
for either external or internal de- 
fibrillation. The external section 
has sufficient capacity (voltage and 
amperage) to defibrillate the larg- 
est heart by applying the elec- 
trodes externally over the closed 
chest. The internal section, with 
separate outlets, is calibrated for 
the lower voltages and amperages 
required for defibrillation with the 
electrodes in contact with the ex- 
posed heart. 

The Burdick DF-80 is designed 
for internal use only; it is exactly 
like the DF-100 without the exter- 
nal defibrillation section. The volt- 
age range is 50 to 350 in steps of 
50 volts, at the average load current 
required for internal defibrillations. 

The Zoalite 500 features an im- 
proved quartz infrared tube with 
ideal spectral characteristics; the 
lamp’s radiant energy is capable 


of maximum tissue penetration. An- 
other feature is the long-range, re- 
tractable extension arm which al- 
lows positioning over the widest 
treatment table, with easy direc- 
tion to any part of the body. The 
specially designed Equipoise Arm 
remains stationary wherever posi- 
tioned. The Z-500 also has a newly 
designed Alzak aluminum reflector 
to insure even radiation over the 
treatment area. The lamp stands 
60 inches high when retracted, and 
requires less than 3 square feet of 
floor space. It rolls easily on rub- 
ber-tired casters. 


How supplied e For complete in- 
formation on these new devices, 
please write directly to the manu- 
facturer. 


Manufacturer e The Burdick Cor- 
poration, Milton, Wisconsin. 
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GURRENT LITERATURE 


Etiology and treatment of leg cramps 


> Cramps in the legs and feet may be caused by 
a variety of conditions which must be considered 
and differentiated in any given case before the 
type of treatment can be selected, according to a 
report by R. Thornell Mauer, M.D., in Postgraduate 
Medicine, July 1961. Leg cramps may be divided 
into two main types: actual cramps usually accom- 
panied by muscle spasm, and leg cramps and 
paresthesia caused by peripheral neuritis but not 
necessarily accompanied by muscle spasm. Actual 
leg cramps may be caused by venous or arterial 
changes, pregnancy, excessive loss of salt, hypo- 
calcemia, foot deformities, and toxin, as from the 
bite of a black widow spider. The peripheral neu- 
ritis underlying the second group may result from 
untreated diabetes, macrocytic anemia, vitamin B 
deficiency, lead or arsenic poisoning, or protrusion 
of a lumbar intervertebral disk. 

Among the many oral vasodilators that have been 
recommended, the author finds that Cyclospasmol 
is the only one that produces an appreciable effect, 
by direct action on the musculature of the periph- 
eral arteries. In about 50 per cent of cases of preg- 
nancy, hypocalcemia occurs between the twenty- 
fourth and the thirty-sixth week of gestation. Since 
large quantities of milk or of dicalcium phosphate 
seem to increase muscular tetany, the preferred 
treatment is to reduce the ingestion of milk, add 
small amounts of aluminum hydroxide to the diet, 
and administer calcium salts free of phosphorus. 
In severe hypocalcemia, calcium gluconate admin- 
istered intramuscularly gives temporary relief. Slow 
intravenous injection of calcium gluconate relieves 
hypoparathyroid tetany also. For nocturnal cramps 
in apparently healthy persons, the oral administra- 
tion of 0.3 gm. of quinine sulfate at bedtime is 
recommended. For patients who do not respond to 
this drug, Benadryl may be helpful. The combina- 
tion of quinine with aminophylline does not appear 
to offer any advantage over quinine alone, and 
such a drug is considerably more expensive. In 
cases of incipient diabetes mellitus heralded by 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


Unschuld’s sign, quinine sulfate will produce tem- 
porary relief until vitamin B deficiency can be cor- 
rected and the diabetes controlled. Other types of 
neuritis may be treated by such agents as thiamine 
chloride, Depinar, Betalin complex, and Tolserol. 


The functional gastrointestinal 
disorders of pulmonary emphysema 


> The role of gastrointestinal complaints in cases 
of pulmonary emphysema is discussed by Richard 
J. Browning, M.D., and Arthur M. Olsen, M.D., 
in the Proceedings of the Staff Meetings of The 
Mayo Clinic, October 11, 1961. Illustrative cases 
are described in the article. The authors emphasize 
that gastrointestinal symptoms may be the first 
complaint of a patient who has early or even mod- 
erately severe emphysema. 

In the series of cases reported, the symptoms 
most commonly described were epigastric disten- 
tion, upper abdominal pain, and loss of weight. 
Although the reasons for such symptoms are not 
always obvious, certain factors can be identified. 
In most patients with pulmonary emphysema, the 
diaphragm is depressed and there is less room 
for gastric distention; when distention does occur 
it is therefore quite distressing to the patient 
and may increase his shortness of breath. In addi- 
tion, the gasping type of respiration leads to swal- 
lowing of air, which in itself leads to abdominal 
distention. It is doubtful that hypoxia plays much 
of a role in the digestive symptoms, but the appre- 
hension and nervousness so often associated with 
the breathlessness of emphysema may be contrib- 
uting factors in the production of functional gastro- 
intestinal symptoms. 

The problem of maintaining nutrition in these 
patients is often encountered. It is usually desirable 
to prescribe a relatively low-residue and high- 
calorie diet, and often the patients do better if they 
ingest small meals frequently. They should eat 
slowly and avoid talking meanwhile. When a pro- 
gram is being outlined for any patient who has 
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pulmonary emphysema, attention should be paid 
to the gastrointestinal symptoms. 


Hyperinsulinism in pancreatic or biliary 
and gastrointestinal tract disease 


> Results of a clinicopathologic survey among 
Veterans Administration hospital patients admitted 
between 1950 and 1958 are reported by Ernest O. 
Friedlander, M.D., in the Journal of the American 
Medical Association, August 5, 1961. Because the 
syndrome of hyperinsulinism secondary to disease 
of the pancreas or the biliary and gastrointestinal 
tract is littke known in this country, a search for 
cases of spontaneous hypoglycemia was undertaken 
with the help of the Research Statistics Division 
of the U.S. Veterans Administration. The cases 
selected for review were those in which a diagnosis 
of spontaneous hyperinsulinism or hypoglycemia 
had been made, and in which autopsy records were 
available. Of the 10 cases of hyperinsulinism dis- 
covered, 9 showed pathologic findings in the exo- 
crine pancreas or the organs adjacent to it. Similar 
findings were present in 9 of 11 patients with hyper- 
plasia of the islands but without hyperinsulinism 
and in 4 of 10 patients with islet-cell adenoma 
without hyperinsulinism. 

It is suggested that pathologic changes of the 
exocrine pancreas or of adjacent organs may, by 
an abnormal stimulation of the vegetative nerve 
fibers in the pancreatic or parapancreatic region, 
give rise to hyperinsulinism or hyperplasia and 
adenomata of the islands of Langerhans or both. 
It is hoped that this article, by directing attention 
to the occurrence of this syndrome, will stimulate 
more clinical and statistical studies of it. 


Sabin oral polio vaccine program 


> Some results of the 1960 field trial of Sabin 
vaccine in Monroe County, New York, are reported 
in Health News of the New York State Department 
of Health, May 1961. This preliminary report was 
prepared by Margaret Rathbun, M.D., Deputy 
Commissioner of the Monroe County Health De- 
partment. This county has a population of about 
500,000, of whom 350,000 live in the city of Roches- 
ter. There are about 12,000 births each year in 
the area, and the school population is between 
120,000 and 130,000. Since the Sabin vaccine is 
monovalent, three different types were administered 
at different times—Type I virus in May, Type III 
in June, and Type II the following fall. The sched- 
ule was based on the closing date for the schools 
as related to the beginning of the polio season. The 
order was chosen because Types I and III are most 
likely to cause epidemics, and Type II is most likely 
to interfere with the immunizing effect of the other 
types. 

Five cases of paralytic disease occurred in Mon- 
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roe County during the polio season following ad- 
ministration of the vaccine. None of the victims and 
no one in their immediate families had received 
Sabin vaccine; one had received three doses of Salk 
vaccine. Antibody titers on these and on the blood 
samples taken during the trial are not yet available. 
In general, the investigators felt that the experience 
with Sabin vaccine was very worth while. To date 
the outstanding advantage lies in ease of adminis- 
tration; whether this vaccine will confer longer 
lasting and greater protection than the Salk vaccine 
remains to be seen. These investigators consider it 
desirable to eliminate the penicillin which is now 
included in the Sabin vaccine as administered, and 
also to employ trivalent rather than monovalent 
vaccine. They continue to advise the completion 
of the Salk series even in children who have com- 
pleted the Sabin series. 


Costal intra-osseous venography 
in the diagnosis of portal hypertension 
and intrathoracic disease states 


> Confirmation of previous reports on the value 
of azygography is offered by Robert Schobinger, 
M.D., Philip Cooper, M.D., and Louis M. Rousselot, 
M.D., in the New York State Journal of Medicine, 
May 15, 1961. In this article the authors emphasize 
further the value of costal intra-osseous venography 
in the diagnosis of portal hypertension and discuss 
its use in the evaluation of intrathoracic disorders 
such as cardiac decompensation, mediastinal lym- 
phadenopathy, esophageal and pulmonary neo- 
plasms, and aneurysm of the descending thoracic 
aorta. The procedure does not require the patient 
to be hospitalized; it is well tolerated and without 
ill effects even in acutely ill patients, and is per- 
formed under local anesthesia except in young 
children. 

It has been found that azygography produces a 
characteristic venous pattern in portal hypertension 
so consistently that the diagnosis can be made on 
this basis alone, whether or not gastroesophageal 
varices can be demonstrated by esophagoscopy. 
Since these azygographic alterations form a hemo- 
dynamic reflection of an obstructive process located 
below the diaphragm, it becomes possible to iden- 
tify rather accurately such conditions as cardiac 
insufficiency with right inflow stasis, hilar lym- 
phadenopathy, carcinoma of the midthoracic esoph- 
agus and lung, and aneurysm of the descending 
thoracic aorta. In most instances, azygography 
allows a more precise delineation of a mediastinal 
neoplasm, and this diagnostic refinement may be 
of valuable assistance to the radiotherapist in the 
accurate placement of his radiation ports. The 
authors conclude that the method has well-estab- 


‘lished diagnostic purposes and definite therapeutic 


and prognostic implications; its wider use will result 
in better understanding of certain clinical condi- 
tions, physiologic phenomena, and the behavior of 
neoplasms. 


Amputation and prosthesis as definitive 
treatment in congenital absence 


of the fibula 


> Sixty-two instances of congenital absence of the 
fibula occurring in 48 patients are reported by Leon 
M. Kruger, M.D., and Richard D. Talbott, M.D., 
in The Journal of Bone and Joint Surgery, July 
1961. The transition from the concept of conserva- 
tive treatment to that of the radical approach of 
amputation and prosthesis was based on four con- 
siderations: 1. Leg-length discrepancy is present in 
all of these patients and becomes greater as the 
child grows. 2. Foot deformity becomes a major 
problem, leading eventually to pain as well as in- 
creasing difficulty in achieving an adequate weight- 
bearing surface. 3. Under conservative treatment 
with braces or built-up shoes, the child faces the 
psychologic handicap of being looked on as a 
cripple. 4. From the economic standpoint, the ex- 
pense of the prosthetic limbs is not nearly so great 
as the expense of prolonged and repeated hospi- 
talization required by the conservative regimen. 
End-bearing stumps are recommended for both 
boys and girls because of the utility of the stump, 
with or without the prosthesis, the more stable gait 
when a prosthesis is used, and the minimum upkeep 
of these prosthetic devices with few moving parts. 
Absence of complications in the stump is an im- 
portant advantage of this type of operation; no 
revisions have been necessary in the series of cases 
reported. On the basis of their results with the 
children they have treated, the authors recommend 
the procedure of earlier amputation and fitting of 
a prosthesis in cases of congenital absence of the 


fibula. 


Headache: pharmacological approach 
to treatment 


> A consideration of the criteria and basic prin- 
ciples for clinical evaluation of drugs and an evalua- 
tion of some of the drugs recently introduced for 
the treatment of headache are presented by Arnold 
P. Friedman, M.D., in California Medicine, Sep- 
tember 1961. More drugs for the treatment of head- 
ache have become available to physicians in the 
past 10 years than in all the previous history of 
American medicine, yet a critical review of the 
literature shows that the number and the effective- 
ness are not closely related. The very fact that 
more than 400 drugs have been offered for the 
treatment of migraine seems more a measure of 
shortcomings than of successful therapy. 

The great majority of headaches a physician 
treats in office practice can be divided into two 
main groups: muscular contraction headache of the 
tension type and vascular headache: of the migraine 
type. The most satisfactory symptomatic therapy 
‘for tension headache is the use of a nonnarcotic 
analgesic agent combined with a tranquilizer or 
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sedative. Relief of migraine is best obtained by 
means of a suppository of ergotamine tartrate and 
caffeine combined with an antiemetic or antispas- 
modic. Interval treatment of patients with tension 
and migraine headache centers on helping the pa- 
tient understand his emotional problems. Prophy- 
lactic drug therapy for patients with tension head- 
ache inc'udes the limited use of tranquilizers and 
sedatives; there is some evidence that amphenidone, 
which combines tranquilizing and analgesic actions, 
may be especially effective. In cases of migraine, 
striking benefits have recently been achieved by 
the prophylactic use of the antiserotonin drug 
methysergide (UML 491). For both types of pa- 
tients, interval treatment with methaminodiazepox- 
ide (Librium) appears to be helpful. 

It is the author's opinion that the future approach 
to the evaluation of such drugs must include chemi- 
cal and pharmacologic methods which will facilitate 
more objective diagnosis and classification of types 
of headache. Through these technics, including the 
determination of blood levels of drugs, bioassays, 
and the use of radioactive tracers and electronic 
methods, the subjective responses of patients can 
be evaluated by objective parameters. With these 
approaches in mind, the gulf between what the 
clinician observes and what the neurochemist and 
pharmacologist demonstrate should be more easily 


bridged. 


Serious and fatal football injuries 
involving the head and spinal cord 


> A neurosurgical review of direct football fatali- 
ties in the 1959 season is presented by Richard C. 
Schneider, M.D., Edward Reifel, M.D., Herbert O. 
Crisler, $.B., and Bennie G. Oosterbaan, A.B., in 
the Journal of the American Medical Association, 
August 12, 1961. Mr. Crisler and Mr. Oosterbaan 
are members of the Department of Physical Educa- 
tion of the University of Michigan and former 
coaches of the Michigan football team. The study 
was carried out with the assistance of the Fatalities 
Committee of the American Football Coaches As- 
sociation, as well as a U.S. Public Health grant in 
neurosurgery to Dr. Schneider and Dr. Reifel. 

In addition to the results of a study of postmor- 
tem findings and types of injury, three case reports 
are presented in detail, to illustrate the type of 
cervical injury resulting from vascular insufficiency 
of the vertebral arteries following severe cervical 
hyperextension. One patient with such an injury 
made a complete recovery; in the second case, 
severe hyperextension with fracture-dislocation re- 
sulted in tetraplegia and death; in the third case 
there was atlanto-axial dislocation with probable 
vertebral artery compression and cord injury, and 
death occurred within one and a half hours after 
the injury. Three other patients listed in the sum- 
mary of 1959 fatalities exhibited a serious injury 
due to hyperextension of the cervical spine. The 
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possibility of carotid artery injury with severe tor- 
sion due to wrenching of the face guard is dis- 
cussed in detail. On the basis of the studies, it is 
suggested that football helmets be altered in design 
and in type of materials used, with either removal 
of the plastic face guard or changes in it, and im- 
provement in the chin strap. 

The authors conclude that perhaps the most re- 
markable finding was that among the vast number 
of participants in football there is a relatively in- 
finitesimal number of fatal injuries. 


Oral manifestations of nutritional 
deficiencies as an aid in 
nutritional diagnosis 


> The need for considering the total metabolic 
picture in diagnosing nutritional deficiencies is em- 
phasized by Herbert Pollack, M.D., in The Journal 
of the American Dental Association, October 1961. 
In the author's opinion, it is time to adopt the broad 
view that no one nutrient by itself can carry out 
a job without adequate supplies of all the other 
nutrients; it is archaic to think of single specific 
vitamins or single specific nutrients as giving rise 
to certain specific deficiency manifestations. When 
it comes to oral manifestations of nutrient insuffi- 
ciencies, it should be remembered that these indi- 
cator signs, although of real diagnostic aid, are 
relatively insignificant manifestations of the total 
metabolic aberration which is going on in every 
cell of the body. Although such aberration may 
result from the inadequate amount of some one 
nutrient, the inadequacy itself may result not only 
from deficient dietary intake but also from the 
body’s inability to utilize the nutrient even if it 
is present in the diet in adequate amounts. 

The indicator signs which the dentist sees in the 
mouth are not specific, for regardless of the stimu- 
lus, the mouth tissues can react in only a few ways: 
they can change functionally, anatomically, or in 
color. A “burning tongue,” for example, may repre- 
sent anything from an allergy to a nicotinic acid 
deficiency; it is a functional change which may dis- 
appear rapidly. Anatomic changes, on the other 
hand, appear and disappear very slowly, and such 
manifestations of metabolic disturbance, as in pel- 
lagra, persist for some time after the basic dietary 
fault has been corrected. Color changes in the 
mucous membranes of the mouth can result from 
several different factors; if there is vasoconstriction 
or anemia, for example, the color will appear lighter. 
In any case, it is the mechanism of the change 
rather than the visible change that is more indica- 
tive of the underlying condition. No one clinical 
indicator is of any significance by itself; it takes 
at least two or three different indicators, all pointing 
toward the same end, to assure a diagnosis of 
nutrient inadequacy. From the standpoint of the 
medical practitioner or dentist, it seems obvious 
that if indicator signs are present, a thorough nutri- 
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tional investigation must be carried out; if there 
are no indicator signs, then the diagnostic problem 
is not one of nutritional deficiency. 


Complications in the diagnosis and 
surgery of strabismus 


> The role of the surgeon in the development of 
complications in strabismus is discussed by Edward 
A. Dunlap, M.D., in the New York State Journal 
of Medicine, July 1, 1961. It is stated that in.general 
the surgeon creates his own problems, since these 
arise mostly from inadequate knowledge or exam- 
ination, faulty judgment, or poor surgical technic. 
The best way to avoid complications is to study 
each case carefully as an individual problem, secur- 
ing all the information possible, and then to apply 
sound surgical principles and careful surgical tech- 
nics. Diagnostic errors can be avoided by detailed 
examination based on adequate knowledge of 
muscle functions; the points to be covered by this 
examination are defined by the author. In perform- 
ing the operation, sound judgment calls for con- 
servatism; overzealous attempts at correction will 
result in both overcorrections and undercorrections. 
Complications following surgery are most likely to 
arise from rough handling of tissue, disregard of 
bleeding, and incompetent dissection. Less common 
errors include improper needle placement, improper 
apposition of cut tissues, breaks in sterile technic, 
and other individualized factors. Adhesions, infec- 
tions, and various kinds of tissue damage represent 
some of the complications that may ensue. As 
always, the avoidance of pitfalls is easier than the 
management of complications. 

In discussing Dr. Dunlap’s paper, Dr. W. Guern- 
sey Frey suggested that suture material may be 
an additional source of complications in the sur- 
gical treatment of strabismus; buried chromic knots 
may give rise to cysts of the epibulbar tissue. Dr. 
Abraham Schlossman added further notes from his 
experience in this area of surgery, and pointed out 
that it is incumbent on the surgeon always to deter- 
mine, before the operation, whether he can seek 
only cosmetic improvement or can strive for a 
functional result also. 


Hypercholesterolemic agents 


> Current information about the variety of hypo- 
cholesterolemic agents is reviewed by Robert H. 
Furman, M.D., and Charles W. Robinson, Jr., M.D., 
in The Medical Clinics of North America, July 1961. 
In discussing the problematic relationship between 
serum lipids and atherosclerosis, the authors point 
out that the intelligent and effective use of agents 
capable of modifying serum lipids and lipoproteins 
is made easier by an appreciation of some of the 
facets of lipid metabolism and transport which 
studies during recent years have provided. Dis- 


similar agents may have similar effects on serum 
cholesterol but entirely different effects on serum 
lipoproteins. The agents selected for review were 
mainly those known to cause unequivocal serum 
lipid or lipoprotein changes and are available for 
use by the physician once the decision to reduce 
serum lipid levels has been made. In using them 
the physician must keep in mind that the evidence 
on which the desirability of lowered lipid levels is 
based is still largely indirect and circumstantial and 
that reduction of serum lipid levels is only one 
aspect of the management of atherosclerosis. The 
need for anticoagulants, weight and blood pressure 
reduction, regular exercise, personal counseling and 
other measures should be determined independ- 
ently. 

The hypercholesterolemic agents described in this 
article include: triparanol, nicotinic acid, thyroid 
derivatives, estrogens, heparin, sitosterol, and poly- 
unsaturated fats. In addition, neomycin, anion ex- 
change resin, ethylenediaminetetra-acetic acid, lipo- 
tropic agents, vitamin E (alpha-tocopherol), 
androsterone, and salicylates are briefly discussed. 
Mention is made of various combinations of hypo- 
cholesterolemic agents which have been shown to 
possess additive or potentiating effects. The authors 
conclude that for none of the agents is the mecha- 
nism of action completely clear, and none of them 
are completely free of hazard or unwanted side 
effects, with the possible exception of beta-sitosterol 
and unsaturated fats. It is pointed out that when 
the diet is rich in unsaturated fatty acids the physi- 
cian should be aware of the possible need for 
increased intake of vitamin E. 


The infrequent normal electrocardiogram 
in cardiac pain 


> The possibility that a normal electrocardio- 
graphic tracing can exclude cardiac pain is dis- 
cussed by William Evans, M.D., and H. G. Lloyd- 
Thomas, M.D., in the American Heart Journal, July 
1961. Although pain in the chest is a common 
complaint, it is not always easy to determine its 
source. Undue reliance on the case history may 
lead to misdiagnosis, since there is a sparsity of 
physical signs in a patient with cardiac pain. It is 
known that cardiac infarction produces certain ab- 
normalities in the electrocardiogram of a patient 
with chest pain, but the ability of a normal tracing 
to exclude the heart as the source of pain has not 
been universally accepted. 

The clinical and electrocardiographic supervision 
over a period of 5 to 15 years of 3,546 patients with 
chest pain showed that the cases fell into four 
groups: salient cardiac infarction, limited cardiac 
infarction, temporary ischemia, and functional dys- 
pepsia. The electrocardiographic criteria are de- 
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scribed in this article. It was found that a strictly 
normal electrocardiogram, if recorded during a 
period when the patient was liable to paroxysms 
of chest pain, excluded the possibility of cardiac 
involvement even when the symptoms indicated a 
possible coronary arterial source. It is suggested 
that use of this diagnostic aid would insure many 
patients against a life of unwarranted invalidism. 
Moreover, an electrocardiogram made during ex- 
ercise can play a part in assessing the lesser electro- 
cardiographic signs of coronary arterial disease 
when they are found during an obligatory medical 
examination when chest pain either is absent or 
the history of it deliberately withheld. 


The accident repeater: psychiatric and 
statistical considerations 


> Major research in the field of accident frequency 
is reviewed by Alan A. McLean, M.D., and Russell 
De Reamer, M.D., in Postgraduate Medicine, June 
1961. This article is the seventh of a series on 
psychosomatic medicine. 

Research into concepts of accident proneness has 
been fruitful. However, in reviewing the literature, 
students of the psychology of accident repetition 
seem primarily concerned about the contradictory 
nature of the knowledge we have on this subject. 
Such studies have pinpointed many personality 
characteristics which often lead to accidents. We 
must also think about situations which seem re- 
sponsible for accidents to see the problem in a 
clearer light. There is indeed accident potential in 
almost every situation. However, two sets of factors 
—those in the environment and those in the indi- 
vidual—must be brought together for any accident 
to happen. Between the actual happening and the 
possibility of its happening is an interplay of a 
great number of factors which in their total are 
often subtle indeed. The effort to understand all 
factors responsible for an accident becomes of 
paramount importance in treating injuries and pre- 
venting future accidents. 

The authors have observed that past efforts to 
associate a large number of accidents wholly with 
personality characteristics and conscious and un- 
conscious thought processes may have been mis- 
leading. This does not mean that these factors may 
be ignored; they are important. But more attention 
must be given to the total accident picture. In 
some cases psychologic investigation is indicated, 
but often the simple matter of moving a skid may 
be the more practical solution to accident preven- 
tion. 

Finally, a highly related clinical problem is the 
temporary personality disorder that often results 
from accidents or near accidents. A major section 
of this article brings this problem into sharper focus. 
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Exhibitors at 66th Annual Convention 
Las Vegas, Nevada 
January 15-18, 1962 


Floor Plan—Las Vegas Convention Center 
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GENERAL SESSIONS al 


SCIENTIFIC EXHIBITS 


ENTRANCE 


One hundred pharmaceutical, equipment, and serv- 
ice organizations will be represented at the forth- 
coming 66th Annual Convention of the American 
Osteopathic Association. 

Physicians are urged to pay thoughtful attention 
to exhibits, for they are an integral, informative 


Assotr Lasoratories, 14th St. & 


Aupio Dicest Founpation, 205 N. 


part of every convention program. Exhibitors de- 
serve the interest of physicians. Viewing and dis- 
cussing new products and services can prove valu- 
able in practice. 

Exhibitors and their booth numbers are listed 
below. 


Borpen Co., Tue, 350 Madison 


Sheridan Rd., North Chicago, Ill. 95 Glendale Ave., Glendale 6, Calif. 17-18 Ave., New York 17, N.Y. ...... 91 
ALLERGY LABoratories, INc., 1111 Ayerst Lasoratories, 685 Third BoyLe & Co., 6855 E. Gage Ave., 

N_ Lee Ave., Oklahoma City 1, Ave., New York 17, N.Y........ @ Bell Gardens, Calif. .......... 34 

Okla. Breon Lasoratories, INc., 1450 
ARMOUR PHARMACEUTICAL Co., Pru- ° Broadway, New York 18, N.Y.... 30 

dential Plaza, Suite 3020, Chi- Borcuerpt Co., 217 N. Wolcott, Bristo. Lasoratories, 630 Fifth 

cago 1, Il. 93-94 Chicago 12, Ill. . 70 Ave., New York 20, N.Y. ..» 100 
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Burritt, Inc., 424 Nichols Rd., 


Suite 200, Kansas City 12, Mo. 46 
CAMERON SuRGICAL INSTRUMENTS 
Co., 329 S. Wood St., Chicago 12, 
Carnation Co., 5045 Wilshire Blvd., 
Los Angeles 36, Calif. ........ 19 
CarrTONE LABoraToriEs, INc., 4936 
Veterans Memorial Highway, Me- 
tairie (New Orleans), La. ; 3 
Cuicaco PHARMACAL Co., 5547 N. 
Ravenswood Ave., Chicago 40, 
Cuoraseptic Co., THe, 400 Victor 
Bldg., Washington 1, D.C. ..... 31 
PHARMACEUT.CAL PRODUCTS, 
Coreco RESEARCH CORPORATION, 
159 W. 25th St., New York 1, 
Cutrrer Lasoratories, 4th and Par- 
ker Sts., Berkeley 10, Calif. .... 10 
Cy Lasoratories, Division of Mar- 
cen Laboratories, Inc., 22 Lawton 
St., New Rochelle, N.Y. ........ 35 
Datton, Epwarp, Co., Division of 
Mead Johnson & Co., 2010 W. 
Ohio St., Evansville, Ind. ..... 23-24 
— F. A., Co., 1914-16 Cherry 
, Philadelphia 3, Pa. 85 
Merc. Corp. oF AMERICA, 
350 Fifth Ave., New York 1, N.Y. 27 
DietENE Co., THe, Highway 100 at 
West 23rd St., Minneapolis 16, 
Dome Cuemicats, Inc., 125 West 
End Ave., New York 23, N.Y. a 
Dorsey Lasporatories, 200 N. 15th, 
Lincolm 1, Néb.. 79 
Eaton Lasoratories, 17 Eaton 
Ave., Norwich, N.Y. ........... 68 
EiseELeE & Co., 905 9th Ave., N., 
Nashville 7, ‘Tenn. Al 
Emxo Co., Tue, 7912 Manchester 
Ave., St. Louis: IT, Mo. ........ 37 
AMERICANA, 1724 N. 
Pacific Ave., Glendale, Calif. .... 4 
ENCYCLOPAEDIA BRITANNICA, INC., 
2860 Wightman St., San Diego 4, 


Ficurette, Division of A.R.A. Mfg. 


Co., Box 685, Grand Prairie, Tex. 89-90 


Geicy PHARMACEUTICALS, P.O. Box 
430, Yonkers, N.Y. ......... 
Great Books WiTH THE SyNTOPI- 
con, 3806 Beverly Blvd., Los An- 
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Hotianp-Rantos Co., INc., 145 
Hudson St., New York 13, N.Y. 
Laporatortes, 4501 Colo- 

rado Blvd., Los Angeles 39, Calif. 


Jounson & Jounson, New Bruns- 


wick, 


Ki-patrick Lasoratoriges, 319-2nd 
Ave., S.W., Cedar Rapids, Iowa. . 


Lake SHORE Markers, Inc., 654 W. 


88 
33 


97 


76 


LakesmwE Laporatorigs, INc., 1707 
E. North Ave., Milwaukee, Wis... 54 
LepERLE Lasoratorigs, Middletown 
Road, Pearl River, N.Y. ........ 96 
Litty, Eur, & Co., P.O. Box 618, 
Indianapolis 6, Ind. ............ 44 
Linpguist, R.J., Co., 2419 W. 9th 
St., Los Angeles 6, Calif. ...... 40 
Lippincott, J.B., Co., E. Washing- 
ton Sq., Philadelphia 5, Pa. ..... 87 
Loma Linpa Foop Co., Arlington, 
Lorvic Corp., THe, 5553 Easton 
Ave., St. Louis 12, Mo. ........ 20 
Marion Lasporatorigs, INc., 4500 
E. 75th Terrace, Kansas City 32, 
MASSENGILL, S. E., Co., THe, 513-529 
Fifth St., Bristol, Tenn. Neer 73 
MeEapD JouNsON Laxsoratories, 2404 
Pennsylvania St., Evansville 21, 
Mepco Propucts Co., 3601 E. Ad- 
miral Place, Tulsa 12, Okla. .... 84 
MeEpIPHONE, INc., 1500 Massachu- 
setts Ave., N.W., Washington 5, 
MERRELL, Wo. a, Co., THe, Amity 
Rd., Cincinnati ‘15, Ohio T4075 


NATIONAL Casu RecisTeR Co., THE, 


Main and K Sts., Dayton 9, Ohio 58-59 


NationaAL Druc Co., THe, 4663 
Stenton Ave, Philadelphia 44, Pa. 
NettTLesuie Co. or Los ANGELES, 
Tue, 1212 Wilshire Blvd., Los 


Orcanon, Inc., 375 Mt. Pleasant 
Ave., West Orange, N.J. ....... 

OrtHO PHARMACEUTICAL Corp., 

OTC, Division of Surgical Appliance 
Industries, Inc., Erie Ave. & Penn- 
sylvania R.R., Cincinnati 9, Ohio 


Parke, Davis & Co., Jos. Campau 
at the River, Detroit 32, Mich.. . 
Per Mixx Co., 1401 Arcade Bldg., 
St. Louis 1, Mo. ....... ol 


12 


77 


72 


43 


83 


Prizer Laporatories, 235 E. 42nd 
St... New Yor: 17, BY... 
Pirman-MooreE Co., 1200 Madison 


Ave., Indianapolis 6, Ind. ...... 13 
PLoucu, Inc., 3022 Jackson Ave., 

Memphis 6, Tenn. ............ 11 
Prior, W.F., Co., INc., Hagerstown, 


Reep & Carnrick, 30 Boright Ave., 
Kenilworth, .............. 5 
Riker Lasoratoriges, INc., 19901 
Nordhoff St., Northridge, Calif... 8 
Rtrer Co., Inc., P.O. Box 848, 
Moonester 3. 29 
Rosins, A.H., Co., Inc., 1407 Cum- 
mings Drive, Richmond 20, Va... 69 
Rocue Lasoratories, Nutley, N.J. 92 
Rorer, H., Inc., 4865 
Stenton Ave., Philadelphia 44, Pa. 78 


SANBORN Co., Waltham 54, Mass... 55 
SANDOz PHARMACEUTICALS, Route 


SaunvErS, W.B., Co., West Wash- 

ington Sq., Philadelphia 5, Pa.... 60 
ScueriInG Corp., 1011 Morris Ave., 


SCHIEFFELIN & Co., 28 Cooper Sq., 


Scumip, Jutius, Inc., 423 W. 55th 

St., New York 19, N.Y. ........ 26 
SHERMAN LaABoraTorieEs, 5031 Gran- 

dy Ave., Detroit 11, Mich. ..... 65 
SmiTH KLINE & FRENCH LABORATO- 

1500 Spring Garden St., 

Philadelphia 1, Pa. .......... 67 
SmirH, & Patcu, INc., 902 

Broadway, New York 10, N.Y.... 28 
Sourss, E.R., & Sons, 745 5th Ave., 

Mew: York 22. NEY. 21 
Stuart, Co., Tue, 3360 East Foot- 

hill Blvd., Pasadena, Calif. ..... 48 


TestaGar & Co., Inc., 1354 W. La- 
fayette Blvd., Détroit 26, Mich... 39 
Tonc, GreorcEe C., Co., 5912 Del- 
mar, St. Louis 12, Mo. ......... 57 
TRAVENOL LABorATORIES, INC., 6301 
Lincoln Ave., Morton Grove, Ill... 82 
Tru-Ez—E Mrc. Co., Inc., 426 S. 
Varney St., Burbank, Calif. ..... 6 


U.S. ViraMin & PHARMACEUTICAL 
Corp., 800 2nd Ave., New York 


WaLLaAce Half Acre 
Ra., Cranbury, 98 
WaRNER-CHILCOTT LABORATORIES, 
201 Tabor Rd., Morris Plains, N.J. 49 
Winturop Lasoratories, 1450 
Broadway, New York 18, N.Y... 22 
Wyetu Lasoratories, P.O. Box 
8299, Philadelphia 1, Pa. ...... 50-51 
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ADVANCE CONVENTION REGISTRATION 


American Osteopathic Association’s 66th Annual Convention 
Las Vegas, Nevada, January 15-18, 1962 


1962 REGISTRATION RULES 


Those who may register are: members of the Asso- 
ciation, their children, and their adult guests who 
are not osteopathic physicians; osteopathic students, 
osteopathic students’ wives; commercial and_ scientific 
exhibitors. 


Osteopathic physicians who are not members of the 
Association but appear to be eligible for membership 
will pay a fee of $75.00 in addition to the $30.00 con- 
vention registration fee. Such doctors may thereupon 
apply for membership at the registration desk, and 
their $75.00 fee will be applied to their annual dues. 
All such applications will be put through the regular 
channels. If the applicant is not acceptable, $50.00 of 
the $75.00 will be returned and the remainder retained 
as the registration fee charged nonmembers. 


Osteopathic physicians not eligible for membership 
in the Association may register for the Convention, but 
only upon the presentation of official, written evidence 
of current membership in a divisional society of the 
Association. Such doctors must pay a fee of $25.00 in 
addition to the $30.00 convention registration fee. 


SUMMARY OF INSTRUCTIONS 


1. Fill in Advance Registration Form. 


. Give names of adult guests and juvenile guests 
(under 18 years). 


3. Make check payable to: American Osteopathic Asso- 
ciation. 


4. Mail Advance Registration Form and Check to: 


American Osteopathic Association 
Bureau of Conventions 

212 East Ohio Street 

Chicago 11, Illinois Dunes Hotel 


REGISTRATION FEES 
ADVANCE REGISTRATION FORM 


*Member of American Osteopathic Association............$30.00 
+Members of AAOA House of Delegates.................. $10.00 
Sg Civ eee State (Whose husbands are not in attendance) 
Sjuvenile guests (under 18 years)... No Fee 
Adult guests_—____ §Students, including interns and residents.............. No Fee 
Juvenile guests §Wives of students. . . NO Fee 
Nonmembers, but eligible.......... $75.00 plus $30.00 


This space for A.O.A. Central Office use, only: 


Amount received___ 


*Includes tickets for: A.O.A. President’s Luncheon, Andrew Taylor Still 
Lecture and Luncheon, A.O.A. Cordiality Hour, and Alumni Luncheon. 


Date postmarked_ 
tIncludes women’s tea only. 


Date received §Individual tickets for entertainment events may be purchased. 


See registration rules on this page. 
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Hotel 
Reservation 
Application 


66th Annual Convention 
American Osteopathic Association 
January 15-18, 1962 

Las Vegas, Nevada 


Hotels require reservations 
before January 7. 
Early application is advised. 


Important! Please read these in- 
structions before filling out appli- 
cation form at the right: 


1. All reservations must be made 
directly to: 


A.O.A. Housing Bureau 
FLAMINGO HOTEL 

Las Vegas Boulevard South 
Las Vegas, Nevada 


2. Do not send reservations to the 
local convention arrangements com- 
mittee or to the American Osteo- 
pathic Association Central Office. 


3. Classifications of eligible appli- 
cants for hotel accommodations: 
member, officer, trustee, scientific or 
commercial exhibitor. 


4. Activities will take place at the 
Flamingo and Dunes hotels, and the 
Las Vegas Convention Center. 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


SPECIAL A.0.A CONVENTION HOTEL RATES 


SUITES 
Twin-bedded room One bedroom Two bedroom 
(1 or 2 persons) and parlor and parlor 
Flamingo Hotel (Headquarters) $10.00 $30.00 $45.00 
12.00 35.00 55.00 
14.00 40.00 60.00 
16.00 
Dunes Hotel $10.00 $30.00 $45.00 
12.00 35.00 55.00 
14.00 40.00 
16.00 


Note: If a room at the rate requested is not available, a room at the next available 
rate will be assigned. 


PLEASE PRINT OR TYPE AND CHECK HOTEL PREFERENCE 


Date of application 


HOTEL PREFERENCE: 


Flamingo Hotel Dunes Hotel 


ACCOMMODATIONS: 
CJ Single occupancy (twin beds); rate desired: $. per day 
(1 Double occupancy (twin beds); rate desired: $ per day 
(J One bedroom and parlor suite; rate desired: $_____ per day 
[] Two bedroom and parlor suite; rate desired: $ per day 
Date of arrival Hour. 
Date of departure Hour 
OCCUPANTS: 


(The name of each hotel guest must be listed. Therefore, please include the names 
of both persons who will occupy each twin-bedded room requested. Please do not 
make reservations for anyone without definite agreement with parties involved.) 
The name and address of each person for whom you are -requesting reservations 
and who will occupy the room is: 


APPLICANT: 


Name 


Street Address City Zone State 


Name of firm, if commercia! exhibitor 


PROMPTNESS IN COMPLETING THIS FORM WILL INSURE DESIRED 
HOTEL ACCOMMODATION 
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> Books for review which were received during the period 
from October 5 to November 5 are listed on pages A-129 to 
A-131. Reviews of these books will be published as space 
permits. 


> HEMATOLOGY IN PRACTICE. By Steven O. Schwartz, 
M.S., M.D., Professor of Medicine, Northwestern University 
Medical School; Professor of Medicine, Cook County Grad- 
uate School of Medicine; Attending Hematologist, Cook 
County Hospital and Director, Department of Hematology, 
Hektoen Institute for Medical Research of the Cook County 
Hospital; Senior Attending Physician, Chicago Wesley Me- 
morial Hospital; Wilson H. Hartz, Jr., M.D., Instructor in 
Medicine, Northwestern University Medical School; Associ- 
ate Attending Physician, Department of Medicine, Cook 
County Hospital; Associate Attending Physician, Depart- 
ment of Medicine, Chicago Wesley Memorial Hospital; and 
Joseph H. Robbins, M.D., Instructor in Medicine, North- 
western University Medical School; Associate Attending 
Physician, Department of Medicine, Cook County Hospital. 
Cloth. Pp. 329, with illustrations. Price $14.00. McGraw- 
Hill Book Company, Inc., 330 West 42nd Street, New York 
36, 1961. 


This book is the expanded compilation of a series 
of lectures given by the authors. The format is 
consistent with a basic lecture outline and_ has 
resulted in a very readable text. The short first 
section deals with the diagnostic approach to the 
patient and the evaluation of presenting clinical 
patterns. The anemias, bleeding disorders, and dis- 
eases involving the spleen and lymph nodes are 
discussed briefly but clearly. A very short section 
on bone marrow examination includes a list of 
indications for marrow aspiration. 

The major part of the book is devoted to the 
description of the more frequently encountered 
clinical entities. Each disease is handled in a sepa- 
rate short chapter under such headings as definition 
and mechanism, history, physical and laboratory 
observations, and differential diagnosis, both labo- 
ratory and clinical, the latter being described under 
headings such as “Most Confusing Clinical Condi- 
tions” and the absolute diagnostic criteria for the 
disease under discussion. Short descriptions of treat- 
ment and prognosis then follow. The sections are 
well illustrated with x-rays, again emphasizing the 
clinical aspects of the diseases. Photographs of 
blood films are included, but are less frequent. 
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The last section is devoted to diseases of the blood 
clotting mechanism. 

The book is obviously based on the extensive 
clinical experience of the authors and reflects their 
opinions. For example, they prefer urethane as the 
initial form of chemotherapy in chronic granulocytic 
leukemia rather than the more widely used Busulfan 
(Myleran). ACTH is recommended in many cir- 
cumstances and perhaps more often than many 
other hematologists would now suggest, the latter 
using corticosteroid substitution therapy. 

The sections on idiopathic thrombocytopenic pur- 
pura and polycythemia are especially good. The 
words of caution relative to interpretation of 
platelet counts in the section on idiopathic throm- 
bocytopenic purpura are well taken as is the state- 
ment that marrow examination is absolutely neces- 
sary in every such case. 

This book can be recommended to all practi- 
tioners interested in hematologic disorders and to 
medical students first encountering these diseases 
clinically. The straightforward presentations are 
uncluttered by inclusion of every possible variant 
of the given diseases, and yet the material is not 
reduced to a state of oversimplification. The ab- 
sence of a bibliography does not reduce the useful- 
ness of this text. 

Siwney J. Karz, D.O. 


> DERMATOLOGY FOR STUDENTS. Edited by Ray O. 
Noojin, M.D., Professor and Chairman of the Department 
of Dermatology, Medical College of Alabama, Birmingham, 
Alabama. Cloth. Pp. 301, with illustrations. Price $9.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1961. 


This is a relatively small textbook of approximately 
300 pages, including excellent black-and-white pic- 
tures and thirty-eight superior colored plates. It 
represents a compilation by the editor of discus- 
sions by twenty-eight different authors, each of 
whom “lectures” in his own style. 

It is an interesting book and excellent for general 
informative reading; however, it is not a good basic 
text for the student to purchase as his primary 
reference in dermatology. Because each author has 
his own style, the student exposed to dermatology 


tor the first time would have to orient his thought 
to the style and would then have difficulty assimilat- 
ing the finer points of the discourse. 

Potentially, the student is going to see rare and 
unusual cases for the first time during his clinical 
training and internship. The editor’s statement that 
this text would cover 90 per cent of the patients 
seen would leave something to be desired; if one 
out of every ten patients would require another 
text to diagnose and treat, the student’s confidence 
in this book would not be very high. 

For the physician who has some appreciation of 
what is being discussed, either through experience 
in practice or through teaching exposure, the book 
makes excellent reading. Therapy is presented by 
each author for the condition he discusses. 

It is not expedient to try to select one portion of 
the text as most outstanding, as this would merely 
represent the individual interest of the reviewer; 
however, the section on syphilis is timely and would 
be worth the price of the book. 

A. P. Uxsricn, D.O. 


> EMOTIONAL MATURITY. The Development and 
Dynamics of Personality. By Leon J. Saul, M.A., M.D., 
Professor of Psychiatry and Chief of the Section of Preven- 
tive Psychiatry, University of Pennsylvania School of Medi- 
cine; Psychiatric Consultant, Swarthmore College; Training 
Analyst, Philadelphia Psychoanalytic Institute. Ed. 2. Cloth. 
Pp. 393, with illustrations. Price $6.50. J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1960. 


Three things about this book make it practically 
unique in psychiatric writings: (1) there is almost 
no jargon; (2) emphasis is on the positive side of 
personality and maturity, rather than on negative 
findings; and (3) there is no obviously “structured” 
approach to the subject (for example, Freud’s three 
stages of libidinal development) to which one must 
subscribe in order to get the author's points. 

The book is divided into five major parts. The 
first, on the achievement of maturity, is a contribu- 
tion to the field of preventive psychiatry. The second 
part is the longest; it deals with the emotional 
forces involved in the development of personality. 
Its nine chapters discuss independence and de- 
pendence; the need for love; egoism, competitive- 
ness, and the sense of inferiority; training and 
conscience; hostility and violence; sexuality; the 
grasp of reality; and the persistence of childhood 
patterns. 

Part three discusses the nature of neurosis. It has 
a number of subtopics, including specific emotional 
vulnerability, hostility and guilt, weakening self- 
control, “fight and flight,” and other general and 
minor specific considerations. 

Part four, on the dynamics of personality, has a 
chapter on the determinants of personality, another 
on the operation of the mind, and a third on the 
genesis of emotional disturbances. The fifth part is 
on psychodynamics; its chapters concern general 
concepts and terms, general characteristics of the 
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main emotional forces, and the basic dynamics of 
personality. 

The book has been recommended for a wide 
variety of nonmedical professional people, includ- 
ing social workers, clergymen, lawyers, and crim- 
inologists, besides intelligent laymen of whatever 
occupational background. Medical students and 
nurses are also suggested as a possible audience. 
Although all of these persons will find the book 
instructive in varying degrees, its most direct appli- 
cation is to general medical and psychiatric prac- 
tice. Books of this type are too often overlooked 
by physicians, with the thought, “If it will do for 
the others, it cannot help me very much.” It is im- 
portant not to be deceived by the simple style of 
this book; although it reads easily and includes 
many illustrative narratives, it imparts a “slant of 
experience” that is not readily available from texts 
that specialize in classifying more abstract concepts. 

This second edition is, in general, an extended 
version of the first, which appeared shortly after 
the close of World War II. Even the reports of 
military experiences have been retained in this edi- 
tion, because of the unique nature of the “un- 
planned experiment” which produced them. 


> Ciba Foundation Symposium on CONGENITAL MAL- 
FORMATIONS. Edited by G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P.; and Cecilia M. O’Connor, B.Sc. 
Cloth. Pp. 308, with illustrations. Price $9.00. Little, Brown 
and Company, 34 Beacon Street, Boston, 1960. 


A symposium exploring the causes of congenital mal- 
formations of many types is reported here. There 
is one field study on malformations in a population 
observed for 5 years after birth; the other papers 
and discussions concern genetic, chromosmal, and 
environmental factors involved in congenital anom- 
alies. Special mention is given to such specific 
factors as drugs given to the pregnant woman and 
certain disorders of pregnancy. 


> INFLAMMATION AND DISEASES OF CONNEC- 
TIVE TISSUE. A Hahnemann Symposium. Edited by Lewis 
C. Mills, M.D., Head, Section of Endocrinology and Metabo- 
lism, Hahnmann Medical College and Hospital; and John 
H. Moyer, M.D., Professor and Chairman of the Depart- 
ment of Medicine, Hahnemann Medical College and Hos- 
pital. Cloth. Pp. 900, with illustrations. Price $16.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 
5, 1961. 


The considerably current interest in collagen dis- 
seases is reflected in the extensive discussions in- 
cluded in this Hahnemann symposium. Although 
the papers are very interesting, the conclusions 
unfortunately are already well known: the mecha- 
nisms of these disorders are very complex indeed; 
and the immunologic phenomena observed in con- 
nection with them are results, not causes. Still un- 
proved but still in favor is the theory of antigen- 
antibody reaction as an explanation of possible 
cause. Considerable space is devoted to the use of 
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anti-inflammatory agents in treatment of these dis- 
eases. 

The book is long and irregular in excellence, but 
it does serve the dual function of collecting most 
of what is presently known about the collagen dis- 
orders into one place, and of pointing out how 
much remains to be learned. 


> THE CARE OF MINOR HAND INJURIES. By Adrian 
E. Flatt, M.A., M.D., F.R.C.S., Assistant Professor of Or- 
thopedic Surgery, State University of Iowa, Iowa City, Iowa. 
Cloth. Pp. 266, with illustrations. Price $9.50. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 3, 
1959. 


It has been said that there is no such thing as a 
minor injury of the hand. The loss of man hours 
from what seem to be trival injuries is incredible, 
but the figure can be reduced by very careful atten- 
tion by the physician to all such traumata. The 
author of this book has drawn heavily from his 
own experience to make a practical manual of diag- 
nosis and treatment, to make this reduction of dis- 
ability possible in more places. 

Use of the word “minor” in the title can be 
questioned for a second reason. Such injuries as 
amputations, pulp loss, crush injuries, tendon and 
joint injuries, fractures, burns, and infections could 
hardly qualify as “minor.” But whatever the desig- 
nation should be, the book is helpful and well writ- 
ten. It is noteworthy for its methodical approach 
and thorough indexing, as well as for clarity of 
prose. Any physician concerned with the treatment 
of hand injuries should have access to this book. 


> ROENTGENOLOGIC DIAGNOSIS IN OPHTHAL- 
MOLOGY. By Edward Hartman, M.D., Chief of the Oph- 
thalmic Department, Lariboisiére Hospital and American 
Hospital in Paris; and Evelyn Gilles, M.D., Chief of the 
Roentgenology Department, Quinze-Vingt Ophthalmic Hos- 
pital, Associate in Roentgenology, Saint Antoine Hospital 
and American Hospital in Paris. Translated by George Z. 
Carter, M.D., Assistant Professor of Ophthalmology, Albert 
Einstein College of Medicine; edited by Conrad Berens, 
M.D., F.A.C.S., Lecturer on Ophthalmology, New York Uni- 
versity Post-Graduate Medical School, Advisory Attending 
Surgeon, New York Eye and Ear Infirmary; Consultant 
Emeritus, American Board of Ophthalmology. Cloth. Pp. 
375, with illustrations. Price $15.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1959. 


This translation of a French text makes available 
to English-speaking ophthalmologists and roentgen- 
ologists some recent advances in their common 
fields. The book gives details of technique for cer- 
tain diagnostic approaches and detailed criticism 
of others not considered acceptable by the authors. 
The book is liberally illustrated. It considers not 
only the orbital and ocular areas, but such related 
areas as the paranasal sinuses, certain dental areas, 
the sella turcica, and the cranial vault. There is a 
chapter on arteriography, ventriculography, enceph- 
alography, cisternography, and phlebography. 
The last chapter, less than three pages in length, 
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concerns lesions of the cervical spine. The chapter 
hints at a reflex relationship between cervical spinal 
disorders and ophthalmic symptoms, which has 
been recognized by osteopathic physicians for some 
time, but it does not draw any conclusions except 
that there is such a thing. 


> PAGES IN THE HISTORY OF CHEST SURGERY. 
By Rudolf Nissen, M.D., Professor of Surgery, Head of the 
Department of Surgery, Medical Faculty, University of Basel, 
Basel, Switzerland; and Roger H. L. Wilson, M.B., B.Chir., 
Assistant Clinical Professor of Medicine, University of Cali- 
fornia School of Medicine, San Francisco, California. Cloth. 
Pp. 166, with illustrations. Price $7.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1960. 


This short book is by no means a complete study 
of the history of thoracic surgery. It deals only 
briefly with a few special problems, including open 
pneumothorax, thoracotomy, anesthesia, pulmonary 
resection, surgical treatment of tuberculosis, heart 
operations, and operations on the esophagus. There 
are numerous illustrations and helpful bibliogra- 
phies but, in general, the book must be considered 
supplementary rather than comprehensive. 


> PATHOLOGY. A Dynamic Introduction to Medicine 
and Surgery. By Thomas Martin Peery, M.D., Professor of 
Pathology; and Frank Nelson Miller, Jr., M.D., Associate 
Professor of Pathology, The George Washington University 
School of Medicine, Washington, D.C. Paper. Pp. 626. Price 
$5.50. Little, Brown & Company, 34 Beacon Street, Boston 
6, 1961. 


This is a pathology text without any pictures. More- 
over, it is reproduced from typed copy and bound 
in paper. Although its modest price tag gives it 
immediate appeal, at least from the student's stand- 
point, such departures from the old tradition as lack 
of illustration need some explanation. 

The strongest point is one that is very close to 
one aspect of the osteopathic concept of “treating 
the whole man”: it involves a “continuous view” of 
the disease process. Because a pathologic specimen 
or photograph of it shows only how one patient 
reacted in one tissue area at one point of time, as 
prepared in one manner, there is great danger in 
using a picture to say. “This is how the condition is 
identified.” These authors have therefore omitted 
all pictures and emphasized the clinical course of 
each disorder and the manifestations to be expected 
at each stage of the condition. They expect that the 
text will be supplemented by actual specimens to 
show these varying manifestations. 

Probably no pathology laboratory would have 
every specimen needed to meet this objective com- 
prehensively. Moreover, however desirable it would 
be to have the student remember only how the 
specimens looked in the laboratory, he will still 
need to refer to the “picture books” on occasion— 
and probably even take one home with him. Also, 
the text simply is not as comprehensive as most 


pathology texts, and will have to be supplemented 
either by another text or by the readings suggested 
in the reference lists appended to each chapter. 

However, a book does not need to have every- 
thing in order to be useful. This book provides an 
important concept for the student and a neat re- 
view for the practicing physician. It is well organ- 
ized for use as an outline, and the reference lists 
have been carefully chosen for supplemental study. 
Its final evaluation will have to rest on use. 


> RESPIRATION. Physiologic Principles and Their Clin- 
ical Applications. By P. H. Rossier, A. A. Biihlman, and 
K. Wiesinger. Edited and translated from the German Edi- 
tion by Peter C. Luchsinger, M.D., Chief of Pulmonary 
Physiology Research Laboratory, Mt. Alto Veterans Adminis- 
tration Hospital, Washington, D.C.; Assistant Professor of 
Medicine, Georgetown University School of Medicine, 
Washington, D.C.; and Kenneth M. Moser, M.D., Head of 
Chest and Contagious Disease Branch, U.S. Naval Hospital, 
National Naval Medical Center, Bethesda, Md.; Instructor 
in Medicine, Georgetown University School of Medicine, 
Washington, D.C. Cloth. Pp. 505, with illustrations. Price 
$15.75. The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1960. 


This book is a translation of the second German 
edition of a comprehensive text in cardiopulmonary 
physiology and its clinical applications. It is based 
partly on research by the original authors and 
partly on their studies of other research, and it 
includes certain points which are controversial or 
not completely proved. 

The major subheads concern the normal physi- 
ology of respiration, investigative methods in pul- 
monary function, pathophysiology of respiration, 
and pulmonary insufficiency in clinical practice. 


> A BIOCHEMICAL BASIS OF MULTIPLE SCLER- 
OSIS. By Roy L. Swank, M.D., Ph.D., Professor and Head, 
Division of Neurology, Department of Medicine, University 
of Oregon Medical School, Portland, Oregon. Cloth. Pp. 88, 
with illustrations. Price $5.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Ulinois, 1961. 


This monograph presents the author's own _hy- 
pothesis of the basis for multiple sclerosis, based on 
knowledge that is “clinically but not chemically 
sufficient to prove its high probability.” To over- 
simplify, he suggests that the demyelinization is 
related either primarily or secondarily to a high 
intake of lipids, and he treats by a low-fat diet. 
It is an interesting idea, one which will invite con- 
troversy but will bear examination nonetheless. 


> PATHOLOGIC PHYSIOLOGY. Mechanisms of Disease. 
Edited by William A. Sodeman, M.D., Sc.D., F.A.C.P., 
Dean and Professor of Medicine, Jefferson Medical College. 
Ed. 3. Cloth. Pp. 1182, with illustrations. Price $15.00. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1961. 


For the third edition of this popular book, the fol- 
lowing subjects have been reconsidered: genetics, 
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water and electrolyte balance, protective mechan- 
isms of the lungs, and diseases of the gallbladder, 
pancreas, and nervous system. 

In general, the book needs no introduction; as 
in previous editions, it serves to fill the gap between 
the standard texts in physiology and medicine. The 
familiar high quality of the writing and illustration 
has been maintained, while the common problem 
of increasing numbers of words has made this edi- 
tion considerably weightier than either of its pred- 
ecessors. 


> Kimber-Gray - Stackpole -Leavell’s ANATOMY AND 
PHYSIOLOGY, with an accompanying Teacher’s Guide. 
Edited by Lutie C. Leavell, M.A., M.S., Civilian Consultant, 
U.S. Army Nurse Corps, Walter Reed Institute of Research, 
Washington, D.C.; Lecturer, School of Nursing, University 
of Pennsylvania; Professor Emeritus of Nursing Education, 
Teachers College, Columbia University, New York. Ed. 14. 
Cloth. Pp. 779, with illustrations. Price $6.95. The Mac- 
millan Company, 60 Fifth Avenue, New York 11, 1961. 


A standard textbook of anatomy and physiology for 
student nurses and other beginners in medicine has 
now reached its fourteenth edition. This book fol- 
lows the current trend of integrating the two studies 
into a single subject, using each phase to give 
meaning to the other. Some specific changes relate 
to the citric acid cycle, anaerobic processes, the 
function of vitamins in the enzyme systems, hor- 
mones, and the structure and function of the nerv- 
ous system. The Paris nomenclature, adopted in 
1955, has been incorporated throughout the text. 

A helpful teacher’s guide accompanies the book. 


> SYSTEMATIC OBSERVATION OF GROSS HUMAN 
BEHAVIOR. By G. R. Pascal and W. O. Jenkins, Professors 
of Psychology, University of Tennessee. Cloth. Pp. 126, 
with illustrations. Price $4.75. Grune & Stratton, Inc., 381 
Park Avenue South, New York 16, 1961. 


This small book represents an endeavor to make 
objective the observation of human behavior in 
“life situations.” The authors deplore the fact that 
clinical psychologists are so often considered “un- 
scientific,” and that only workers who deal with 
segmental responses, infrahuman organisms, and 
tests and questionnaires can be considered “true 
scientists.” They have devised a method (or set of 
methods) for systematic observation of human be- 
havior “as it comes.” The outline includes theo- 
retic considerations and definitions, the “stimulus 
situation,” the response, observation of behavior in 
terms of frequency, latency, and duration, and cer- 
tain specialized aspects of eliciting and observing 
responses. 


> -INTRODUCTION TO MEDICINE AND MEDICAL 
TERMINOLOGY. By Louise Espey Bollo, A.B., Instructor, 
Medical Terminology, Graduate School, United States De- 
partment of Agriculture; Nosologist, United States Depart- 
ment of Health, Education, and Welfare, Public Health 
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Service, Washington, D.C. Cloth. Pp. 356. Price $5.00. 
W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1961. 


This small book is for the beginner in medicine or 
nursing, to acquaint him with the construction and 
use of medical terminology. Although the intro- 
ductory chapters are largely irrelevant to the rest 
of the work, the book has value as an instructional 
aid or reference for persons whose backgrounds in 
classical languages are inadequate to give them 
first-hand acquaintance with medical etymology. 


> CEREBROSPINAL FLUID DYNAMICS IN HEALTH 
AND DISEASE. By David Bowsher, M.A., M.D., Lecturer 
in Postgraduate Anatomy, The University of Liverpool, 
Liverpool, England. Cloth. Pp. 80, with illustrations. Price 
$4.75. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


The cerebrospinal fluid is viewed in this monograph 
as the “internal milieu” of the central nervous sys- 
tem, and is discussed from the aspects of chemistry, 
physics, and physiology. Absorption, production, 
and dynamic factors are discussed, as are certain 
disorders such as hydrocephalus. It is concluded 
that knowledge is still exceedingly scanty; however, 
the monograph is helpful in collecting available 
information and bibliography and in pointing the 
way for future research. 


> THE PREMATURE BABY. By V. Mary Crosse, O.B.E., 
M.D. (Lond.), D.P.H., M.M.S.A., D.( Obstet.) R.C.O.G., 
Consultant Paediatrician Little Bromwich General Hospital, 
Solihull Hospital, Moseley Hall Children’s Hospital, Sor- 
rento Maternity Hospital, Marston Green Maternity Hospital, 
etc.; Lecturer in Paediatrics and Child Health; University of 
Birmingham: Lecturer in Paediatrics, Central Midwives 
Board; Member of Expert Advisory Panel on Maternal and 
Child Health (with special relation to Prematurity ), World 
Health Organization. Ed. 5. Cloth. Pp. 266, with illustra- 
tions. Price $7.00. Little, Brown & Company, 34 Beacon 
Street, Boston 6, 1961. 


This British book, now in its fifth edition, has be- 
come a standard in its field. Most of the changes 
in the current edition are in the section on com- 
plications, specifically on atelectasis, kernicterus, 
staphylococcal infections, and the use of antibiotics. 
Although American readers will have to transpose 
some British drug names into designations used 
here, this problem is not too great. The book is of 
value to anyone concerned with the care of pre- 
mature infants. 


>» SYMPTOM DIAGNOSIS. By Wallace Mason Yater, 
A.B., M.D., M.S. (in Med.), F.A.C.P., Director, Yater 
Clinic, Washington, D.C.; formerly Professor of Medicine 
and Disector of the Department of Medicine, Georgetown 
University School of Medicine; Physician-in-Chief, George- 
town University Hospital; Physician-in-Chief, Gallinger 
Municipal Hospital, Washington, D.C.; and William Fran- 
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cis Oliver, B.S., M.D., F.A.C.P., Assistant Clinical Profes- 
sor of Medicine, University of Southern California School 
of Medicine; Consultant, Santa Barbara General Hospital; 
Attending Physician, Cottage Hospital and St. Francis Hos- 
pital, Santa Barbara, California; Attending Physician, Serv- 
ice of Internal Medicine, County of Los Angeles General 
Hospital. Ed. 5. Cloth. Pp. 1035, with illustrations. Price 
$15.00. Appleton-Century-Crofts, Inc., 35 West 32nd Street, 
New York 1, 1961. 


A most useful reference on symptom diagnosis has 
been reworked for a fifth edition, the first revision 
in nearly 20 years. For those not familiar with the 
format, it might be helpful to note that most symp- 
toms are located regionally, correlating roughly 
with the patient’s way of describing his chief com- 
plaint. Symptoms not referable to any particular 
bodily region are considered separately. An appen- 
dix gives brief descriptions of certain syndromes 
and of diseases, symptoms, and signs associated with 
men’s names. A comprehensive index completes the 
book. Throughout the text are tables for aid in dif- 
ferential diagnosis. Cross references are numerous, 
making it easy to collect all pertinent information 
and arrive at a list of disorders which could possibly 
be related to the complaints at hand. 


> KEY AND CONWELL’S MANAGEMENT OF FRAC- 
TURES, DISLOCATIONS, AND SPRAINS. By H. Earle 
Conwell, M.D., F.A.C.S., Associate Professor of Orthopedic 
Surgery, University of Alabama School of Medicine, Bir- 
mingham, Ala.; Attending Orthopedic Surgeon, University 
Hospital, St. Vincent’s Hospital, Children’s Hospital, Baptist 
Hospitals, East End Hospital, and South Highlands In- 
firmary, Birmingham, Ala.; Consulting Orthopedic Surgeon, 
Veterans Hospitals, Tuscaloosa, Ala., and Montgomery, 
Ala.; Member, Trauma Committee, American College of 
Surgeons; Member, Fracture Committee, American Academy 
of Orthopaedic Surgeons; Member, Orthopedic Advisory 
Board, Alabama State Crippled Children’s Service; Chief, 
Conwell Orthopedic Clinic, Birmingham, Ala.; and Fred 
C. Reynolds, M.D., Professor of Orthopedic Surgery, Wash- 
ington University School of Medicine, St. Louis, Mo. Ed. 7. 
Cloth. Pp. 1153, with illustrations. Price $27.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, St. Louis 
3, 1961. 


Revisions in this useful text include more detailed 
discussions of deceleration injuries and spinal disk 
involvements. Treatment with the medullary nail is 
presented, and the use of the hip prosthesis is dis- 
cussed. The book has been scrutinized for obsolete 
or repetitious sections and revised accordingly. 

The book is designed for use by the family doctor 
as well as the specialist in orthopedics or general 
surgery. 


> CLINICAL HEMATOLOGY. By Maxwell M. Wintrobe, 
M.D., Ph.D., D.Sc., (Hon.), Professor and Head, Depart- 


_ ment of Medicine, and Director, Laboratory for the Study 


of Hereditary and Metabolic Disorders, University of Utah, 
College of Medicine, Salt Lake City, Utah; formerly Asso- 
ciate in Medicine, Johns Hopkins University; Associate 
Physician, Johns Hopkins Hospital; and Physician-in-Charge, 
Clinic for Nutritional, Gastro-Intestinal and Hemopoietic 
Disorders, Baltimore, Maryland. Ed. 5. Cloth. Pp. 1186, 


with illustrations. Price $18.50. Lea & Febiger, Washington 
Square, Philadelphia 6, 1961. 


Only 5 years have passed since the fourth edition 
of this popular book was published, but advances 
in hematology have made necessary an almost com- 
plete rewriting of the text. Changes concern physi- 
ology and biochemistry, as well as many clinical 
applications. Attention has been given to the field 
of hemoglobinopathies, both molecular abnormali- 
ties and clinical manifestations, and to current 
concepts on the kinetics of red and white cells. 
Diagnostic techniques now include radioisotopic 
methods and coagulation procedures. The book has 
also been made more attractive physically by the 
addition of many new colored illustrations and 
double-column text. 


®» THE RED CELL. An Account of Its Chemical Physi- 
ology and Pathology. By T. A. J. Prankerd, M.D., Medical 
Unit, University College Hospital Medical School, London, 
W.C. Cloth. Pp. 184, with illustrations. Price $7.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


This is an excellent little book which reviews the 
chemistry and physiologic patterns of the erythro- 
cyte under normal and pathologic circumstances. 
The first half of the book discusses the ‘normal 
erythrocyte with such factors as the cell survival, 
the synthesis of hemoglobin, the cell’s permeability, 
and electrolytic constituents. Considerable com- 
ment upon the red cell’s metabolism is presented, 
particularly the glycolytic patterns. A chapter on 
the hemolytic mechanisms is also included. Changes 
occurring in stored blood are discussed and con- 
stitute an important chapter because of the fre- 
quency of transfusion therapy. 

The second half of the book is devoted to the 
abnormal state involving the red cell. Descriptions 
of the various forms of poikilocytes and anisocytes 
are presented; the possible pathophysiology of these 
cell forms is also reviewed. The hemoglobinopathies 
are briefly gone into, but the material serves as an 
excellent introduction to the understanding of the 
chemical changes which produce the characteristics 
of the different hemoglobins. An adequate list of 
references follows each chapter. Both subject and 
author indexes are included. 

This book is highly recommended. The internist 
and pathologist, in particular, will find much of 
interest in it. ; 
Siwney J. Katz, D.O. 


>» RECENT ADVANCES IN PATHOLOGY. Edited by 
C. V. Harrison, M.D., Professor of Morbid Anatomy, Uni- 
versity of London, Postgraduate Medical School. Ed. 7. 
Cloth. Pp. 459, with illustrations. Price $11.00. Little 
Brown and Company, 34 Beacon Street, Boston 6, 1960. 


This British book is the seventh in a series of pe- 
riodic reviews of recent advances in pathology. It 
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contains articles on diseases of lymphoid tissue, the 
lung, the kidney, arteries, liver, endocrine organs, 
and bone, and on the histopathology of tumors, 
nuclear sexing and the intersexes, the toxicity of 
radiation, and cancer research. 


> THE MANAGEMENT OF FRACTURES AND SOFT 
TISSUE INJURIES. By the Committee on Trauma, Ameri- 
can College of Surgeons. Cloth. Pp. 372, with illustrations. 
Price $5.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1960. 


This book combines in a single volume the seventh 
edition of An Outline of the Treatment of Fractures 
and the second edition of Early Care of Acute Soft 
Tissue Injuries. Both of these works have been re- 
vised recently by subcommittees of the Committee 
on Trauma of the American College of Surgeons. 
Because many physicians use both books, the pub- 
lisher decided to make them available under a 
single cover and with a single index; other than this, 
the familiar reference format has been maintained. 


> DUNHAM’S PREMATURE INFANTS. By William A. 
Silverman, M.D., Associate Professor of Clinical Pediatrics, 
College of Physicians and Surgeons, Columbia University; 
Director of the Premature Nursery, Babies Hospital, New 
York. Ed. 3. Cloth. Pp. 578, with illustrations. Price $15.00. 
Paul B. Hoeber, 49 East 33rd Street, New York 16, 1961. 


A number of books on the subject of prematurity 
have appeared of late, each with its distinguishing 
features. This one might be marked by its careful 
review of the literature and its preoccupation with 
statistics and tabular data. This is not to say that 
it has no other virtues; the practical aspects of care 
of premature infants under both normal and ab- 
normal conditions are discussed, and practical sug- 
gestions are made even in controversial areas. How- 
ever, the public health considerations form a major 
part of the book, if both the section devoted to the 
subject and the extensive appendices are counted. 
To choose from among the several current books 
on prematurity, the clinician must simply examine 
each and find out which fits. his own needs most 
closely. This should be among those considered. 


> KERNICTERUS AND ITS IMPORTANCE IN CER- 
EBRAL PALSY. A Conference Presented by the American 
Academy for Cerebral Palsy, Eleventh Annual Meeting, 
New Orleans, Louisiana. Cloth. Pp. 306, with illustrations. 
Price $8.75. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


Recent advances in the physiology and biochemis- 
try of bilirubin metabolism have all but outdated 
the first section of this book, based on a conference 
held in November 1957. Although the major por- 
tion of the book is devoted to a study of 87 cases, 
with an effort made to assess all possible factors, 
nothing particular was concluded. The other sec- 
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tions of the book are largely reviews, interesting 
but not contributing any new information. 


> SELECTED READINGS IN PATHOLOGY. By Es- 
mond R. Long, M.D., Ph.D., Professor Emeritus of Patholo- 
gy, Henry Phipps Institute, University of Pennsylvania; 
formerly Professor of Pathology, University of Chicago. Ed. 
2. Cloth. Pp. 306, with illustrations. Price $8.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


This is an anthology of excerpts from historic pa- 
pers in pathology. The first edition of this book 
concluded with Virchow; however, the editor felt 
that this collection no longer represented a true 
background for the field. The current edition in- 
cludes many more excerpts from later writings, pre- 
dominantly American. The additions have been 
compensated for largely by shortening of the earlier 
contributions; so it would not be wise to discard 
the old edition completely in favor of the new, at 
least not without determining that one’s favorite 
authors were not going to turn up missing in the 
revised version. But the new excerpts, which com- 
prise more than a third of the present volume, are 
worth having, and the total perspective presented 
in this edition is quite good. 


> CLINICAL TOXICOLOGY. By C. Jj. Polson, M.D. 
( Birm.), F.R.C.P., M.R.C.S., of the Inner Temple, Barrister- 
at-Law; Professor of Forensic Medicine, University of 
Leeds; Honorary Consultant in Pathology to the Leeds (‘A’ 
Group) Hospital Management Committee; and R. N. Tatter- 
sall, O.B.E., M.D. (Lond.), F.R.C.P., Assistant Physician 
to the Leeds General Infirmary; Consultant Physician to 
Otley Hospital and St. James’s Hospital; Clinical Lecturer 
in Medicine, University of Leeds. Cloth. Pp. 589. Price 
$10.00. J. B. Lippincott Company, East Washington Square, 
Philadelphia 5, 1959. 


This is a British book on the management of home 
poisoning incidents. It does not cover industrial 
problems or toxicologic analysis. For each type of 
toxic agent, there is a general statement about its 
nature and relative importance, and something of 
its sources and the circumstances under which the 
poisoning might occur. The lethal dose is given 
Also detailed are the clinical manifestations, treat- 
ment, and prognosis, and a little about postmortem 
findings. A chapter on the laws relating to poison- 
ing and poisons will be interesting to the American 
reader from a comparative standpoint; most of the 
rest of the book he well find directly applicable to 
his own practice. 


> TEXTBOOK OF OTOLARYNGOLOGY. By David D. 
DeWeese, M.D., Clinical Professor of Otolaryngology, Uni- 
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versity of Oregon Medical School, Portland, Oregon; and 
William H. Saunders, M.D., Associate Professor of Oto- 
laryngology, The Ohio State University College of Medi- 
cine, Columbus, Ohio. Cloth. Pp. 464, with illustrations. 
Price $8.75. C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1960. 


This text is designed for the medical student and 
general practitioner, not for the specialist. The em- 
phasis is on diagnosis and treatment; considerations 
of anatomy and physiology are only adequate for a 
general understanding of the mechanisms involved. 
One well-illustrated chapter outlines the special 
procedures and instruments needed for physical 
examination of the ears, nose, and throat; the rest 
of the book is devoted to a consideration of what 
can go wrong with each of the areas involved. 
Something about rehabilitation is included when- 
ever possible, along with notes on ordinary treat- 
ment measures for each disorder. 


> CANCER CHEMOTHERAPY. Prepared by the Staff of 
The University of Texas, M. D. Anderson Hospital and 
Tumor Institute, Texas Medical Center, Houston, Texas. 
Under the direction of R. Lee Clark, Jr., M.D., D.Sc., 
(Hon.) Cloth. Pp. 253, with illustrations. Price $10.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave., 
Springfield, Illinois, 1961. 


This book provides a neat review of what was 
being done in chemotherapy of cancer up through 
1959. It is unfortunate that publishing and review- 
ing take so long; it is almost never possible to print 
and give notice of an up-to-date book in a field that 
is changing as constantly as is this one. However, 
review writers ought to be aware of this book; in 
addition, it contains many recommendations for 
clinical therapy that are still perfectly usable. 


> LABORATORY TESTS IN COMMON USE. By Solo- 
mon Garb, M.D., Associate Professor of Pharmacology, 
Albany Medical College. Ed. 2. Paper. Pp. 185. Price $2.50. 
Springer Publishing Company, 44 East 23rd Street, New 
York 10, 1959. 


The purpose of this small paperbound book is to 
help nurses to understand the reasons for ordering 
certain laboratory tests and to give them an idea 
how the tests will aid in the diagnosis and manage- 
ment of the case at hand. Emphasis is on those 
aspects with which the nurse is most directly con- 
cerned: purpose, specimen needed and what will 
be done with it, and what results might be ex- 
pected. The second edition, noted here, is merely an 
up-to-date version of the first, which is probably 
already familiar to many hospital nurses. 


Normal growth 
and development 
for the milk-allergic infant 


Gerber Meat Base Formula, the 
protein-rich milk replacement, assures 
normal growth and development during the 
critical first year. An authoritative clinical 
study* of over 100 infants established this. 
It also indicated that meat proteins 

were biologically more efficient than those 
found in soy-base preparations. 


Gerber Meat Base Formula closely 
approximates the nutritional values of 
evaporated milk in complete proteins, 
carbohydrates, fats and minerals .. . 
is well-tolerated even by the newborn. 
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*Rowe, Albert, Jr. and Rowe, Albert H.: Cal. Med. 21:279 (Oct.) 1954 


Babies are our business ...our only business! 
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DRAMATIC 


physical and emotional 


relref in 


ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


OVAS 


COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 


Tymcaps 


COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 
AS WITH ALL NITRATES, USE WITH CAUTION IN GLAUCOMA. 


AMFRE GRANT, INC. 
Brooklyn 26, N.Y. 
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® 
Furacin-H¢ Urethral Suppositories 
Roll and Waller have reported on the use of these suppositories following transurethral resec- 
tion in 35 patients; 30 were followed from one to six months. Excellent results were obtained, 


with rapid relief of symptoms, freedom from side effects and no development of — 
strictures. 

“We feel the good results are due to three functions performed by the suppositories. First of all, 
they mechanically dilate the urethra and cover the raw mucosal surfaces. Secondly, they combat 
infection and thus inflammation. Thirdly, the hydrocortisone directly suppresses inflammation 
and subsequent fibrosis.’’! 

Furacin-HC Urethral Suppositories combine the potent antibacterial action of Furacin with the 
anti-inflammatory effect of hydrocortisone and prompt local anesthetic action of diperodon— 
plus gentle dilation. 

Prevention of urethral strictures: postinstrumentation as in transurethral resection; postcath- 
eterization = treatment of urethral strictures = treatment of urethral inflammation primary and 
secondary to infection and trauma # treatment of posterior urethritis and trigonitis in women 
Furacin-HC Urethral Suppositories—Box of 12, 1.3 Gm. each, hermetically sealed in aluminum 
foil. Each suppository contains Furacin (brand of nitrofurazone) 0.2%, hydrocortisone acetate 
1% and diperodon hydrochloride 2% in a water-dispersible base. i 

1. Roll, W. A., and Waller, J. |.: J. Urol., Balt. 81:289, 1959. 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK \— 
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Remarkably useful in a wide variety 
of inflammatory conditions, 
including: rheumatoid arthritis, 
spondylitis, osteoarthritis'*; gout'.”.*; 
acute superficial thrombophlebitis®"°; 
painful shoulder (peritendinitis, 
capsulitis, bursitis, and acute 
arthritis of that joint)'”; severe forms 
of a variety of local inflammatory 


The physician should be thoroughly 
familiar with the dosage, side 
effects, precautions and contra- 
indications of Tandearil before 
prescribing. 


Full product information available 
on request. 
1081-61 


more specific than steroids — Acts 
directly on the inflammatory lesion 
without altering pituitary-adrenal 
function...without impairing 
immunity responses."'.4 


more dependably absorbed than 
enzymes — Tandearil, a simple, non- 
protein molecule, is rapidly and 
completely absorbed‘, consistently 
providing effective blood levels. 


far more potent than salicylates — 
Anti-inflammatory potency of 
Tandearil markedly superior to 
aspirin.2. 


available: 
Round, tan, sugar-coated tablets 
of 100 mg. in bottles of 100 and 1000. 


Tandearil 


brand of oxyphenbutazor 


development 


in nonhormonal 


1 prema W.: Canad. M. A. J. 82:1005 (May 14) 1960. 
2. Vaughn, P. P.; Howell, D. S., and Kiem, 1. M.: 
Arth. and Rheumat. 2:212, 1959. 3. O'Reilly, Tdi: 

J. Irish M. A. 46:106, 1960. 4. Cardoe, N.: Ann. 
Rheumat. Dis. 18:244, 1959. 5. Robichaux, E.: General 
Practice 24:14, 1961. 6. Brooke, J. W.: Western Med. 
2:81, 1961. 7. Connell, J. F., Jr., and Rousselot, L. M.: 
Am. J. Surg. 98:31, 1959. 8. ‘Brodie, B. B., et al., in 
Contemporary Rheumatology 1956, p. 600. 9. Stein, 

|. D.: Ann. N. Y. Acad. Sc. 86:307 (March 30) 1960. 
10. Barczyk, W., and Réth, W.: Praxis 49:589, 1960. 
11. Miller, J. M., et al.: Antibiotic Med. and Clin. 
Therap. 7:109, 1960. 12. Connell, J. F., Jr., and- 
Rousselot, L. M.: Am. J. Surg. 97:429, 1959. 

13. Summary of individual case histories submitted 
to Geigy. 14. Domenjoz, R.: Ann. N. Y. Acad. Sc. 
86:263, 1960. 15. Smyth, C. J.: Ann. N. Y. Acad. Sc. 
86:292, 1960. 16. Yu, T. F., et al.: J. Pharmacol. and 
Exper. Therap. 123:63, 1958. 


Geigy Pharmaceuticals 
Division of 

Geigy Chemical Corporation 
Ardsley, New York 


DEC. 1961 
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(paramethasone acetate, Lilly) 


In RHEUMATOID ARTHRITIS. the new corticosteroid. Haldrone, 
temporarily reverses the inflammatory process. Haldrone provides 
increased joint mobility and rapid relief of discomfort with little 
adverse effect on electrolyte metabolism. 


Suggested dosagé in rheumatoid arthritis: 
Lity Initial suppressive daily dose 6-8 mg. 
| Maintenance daily dose _  1.5-4 mg. 
Supplied in bottles of 30, 100, and 500 
tablets: 
Product brochure available; write Eli Lilly and Company, “4 1 mg., Yellow (scored) 
Indianapolis 6, Indiana, Lad 2 mg., Orange (scored) 140098 
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Conventions and 
meetings 


Academy of Applied Osteopathy, con- 
vention program and 25th anniversary 
meeting, Las Vegas Convention Center, 
Las Vegas, Nev., January 18-19. Acting 
Program Chairman, Margaret H. Raffa, 
5009 Central Ave., Tampa 3, Fla. Secre- 
tary, Margaret W. Barnes, P.O. Bin 
1050, Carmel, Calif. 


American College of General Practi- 
tioners in Osteopathic Medicine and Sur- 
gery, annual meeting, Las Vegas Con- 
vention Center, Las Vegas, Nev., January 
17. Executive Secretary, Mr. Jack Hank, 
13942 S. Clark St., Riverdale, Ill. 


American College of Neuropsychia- 
trists, 25th annual meeting. Las Vegas 
Convention Center, Las Vegas, Nev., 
January 15-16. Program Chairman and 
Secretary, Sydney M. Kanev, 101 W. 
55th St., New York 19, N. Y. 


American Osteopathic Association, 
Sixty-Sixth Annual Convention, 
Flamingo Hotel, The Dunes Hotel, 
Las Vegas Convention Center, Las 
Vegas, Nev., January 15-18. Pro- 
gram Chairman, W. Clemens An- 
dreen, Andreen Clinic, 1475 Ford 
Ave., Wyandotte, Mich. 


American College of Osteopathic In- 
ternists, Eastern study conference, War- 
wick Hotel, Philadelphia, March 16-18. 
Conference Secretary, Ralph J. Tomei, 
3533 Ryan Ave., Philadelphia 36, Pa. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and the 
American College of Osteopathic Pedia- 
tricians, annual meeting, Americana Ho- 
tel, Bal Harbour, Fla., February 19-22. 
A.C.O.0.G. Program Chairman, John C. 
Dickson, Jr., 3272 West Rd., Trenton, 
Mich. Secretary, Arthur A. Speir, Box 
66, Merrill, Mich. A.C.O.P. Program 
Chairman, Arthur Snyder, 386 N. E. 
167th St., North Miami Beach 62, Fla. 
Secretary, Martyn E. Richardson, 9553 
Lackland Rd., St., Louis 14. 


American Osteopathic Academy of Or- 
thopedics in combination with Ohio, 
course in orthopedics for the general 
practitioner, Nationwide Inn, Columbus, 
Ohio, February 14-15. O.0.A. Executive 
Secretary, Mr. William S. Konold, 53 W. 
3rd Ave., Columbus 1, Ohio. 


American Osteopathic Academy of Or- 
thopedics, postgraduate course, Western 
Hills Inn, Euless, Texas, March 30-April 
1. Program Chairman, Richard Borman, 
2850 S. E. Steele St., Portland 2, Ore. 
Secretary, J. Paul Leonard, 2673 W. 
Grand Blvd., Detroit 8, Mich. 
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BARD-PARKER 


STERILE BLADES 


NOW you can take your choice between tradi- 
tional B-P RIB-BACK carbon steel or new B-P 


stainless steel blades. Both are available in a 


puncture-resistant, easily opened package... 


both assure you of maximum cutting efficiency 


every time. 


Whichever you choose 


BARD-PARKER COMPANY, INC. 
DANBURY CONNECTICUT 


BARD-PARKER B-P RIB-BACK IT’S SHARP are trademarks 


A DIVISION OF BECTON DICKINSON AND COMPANY 


American Osteopathic College of Der- 
matology, annual meeting, Las Vegas 
Convention Center, Las Vegas, Nev., 
January 14-18. Secretary, Sidney D. 
Rothman, 8006 Sunset Blvd., Los An- 
geles 46, Calif. 


American Osteopathic College of Pa- 
thologists, annual meeting, Las Vegas 
Convention Center, Las Vegas, Nev., 
January 14-18. Program Chairman, Wil- 
liam L. Silverman, 226 Winding Way, 
Merion, Pa. Secretary, George E. Himes, 


Flint Osteopathic Hospital, 3921 Beecher 
Rd., Flint 4, Mich. 


American Osteopathic College of Proc- 
tology, refresher course, May 7-8, annual 
clinical assembly, May 9-11, Eden Roc 
Hotel, Miami Beach, Fla. Program Chair- 
man, Edmund A. Bowman, 319 Fisher 
Rd., Groose Pointe 30, Mich. Secretary, 
Earle F. Waters, 825 E. South Temple 


_St., Salt Lake City 2, Utah. 


California, Osteopathic Physicians and 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


for ll, / 
disorders of the 
menopause C CT’ 
SPACETA BS" 


stabilizes the entire autonomic nervous system 


f } 


CORTICAT 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


Bellergal relieves 
hot flashes, 
tachycardia, 
tremor, sweats 


Bellergal relieves 
nausea, hypersalivation, 
faintness 


Ke 
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SANDOZ 


BELLERGAL SPACETABS — Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 
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Surgeons of, annual meeting, Flamingo 
Hotel, Las Vegas, Nev., January 14. Ex- 
ecutive Secretary, Mr. David J. Rodgers, 
2999 W. Sixth St., Los Angeles 5. 


Georgia, annual meeting, King and 
Prince Hotel, St. Simons Island, June 11- 
13. Executive Secretary, Mr. S. H. An- 
drews, 2160 Idlewood Rd., Tucker. 


Idaho, see Washington. 


Indiana, annual meeting, Hotel Elk- 
hart, Elkhart, May 19-22. Secretary, 
Arabelle Baker Wolf, 4840 N. Michigan 
Rd., Indianapolis 8. 


Louisiana, annual meeting, New Or- 
leans, October 11-13. Secretary, V. L. 
Wharton, 406-07 Weber Bldg., Lake 
Charles. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 21-23. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


Massachusetts, annual meeting, Hotel 
Kenmore, Boston, March 10-11. Program 
Chairman, Ronald A. Mertens, 405 S. 
Huntington Ave., Jamaica Plain 30. Ex- 
ecutive Secretary, Mrs. Gladys M. Stock- 
dale, 524 California St., Newtonville 60. 


Minnesota, annual meeting, Turner 
Hall, New Ulm, May 3-5. Secretary, Clif- 
ford F. Dartt, 318 Bush St., Red Wing. 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 16-18. Executive 
Secretary, Stan J. Sulkowski, 409 Scar- 
ritt Arcade, 819 Walnut St., Kansas 
City 6. 


New Jersey, annual meeting, Traymore 
Hotel, Atlantic City, March 9-11. Exec- 
utive Secretary, Mr. R. P. Chapman, 
1212 Stuyvesant Ave., Trenton 8. 


New Mexico, annual meeting, Western 
Skies Hotel, Albuquerque, April 12-15. 
Program Chairman, George C. Widney, 
Jr., 1125 Kent Ave., N. W., Albuquerque. 
Executive Secretary, Mr. L. Thomas 
Christison, P.O. Box 696, Albuquerque. 


Ohio, annual meeting, Neil House, 
Columbus, May 7-9. Executive Secretary, 
Mr. William S. Konold, 53 W. 3rd Ave., 
Columbus 1. 


Oregon, see Washington. 


Osteopathic Physicians and Surgeons 
of California, see California. 


Pennsylvania, annual meeting, Penn 
Sheraton Hotel, Pittsburgh, May 17-20. 
Administrative Assistant, Mr. John J. 
Bernardo, 1941 Market St., Harrisburg. 


Rhode Island, annual meeting, Colony 
Motor Lodge, Cranston, February 7-8. 
Secretary, J. Jerry Rodos, Edgewood 
Medical Center, 1660 Broad St., Crans- 
ton 5. 
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Until his cold is cured 


Recommend Ben-Gay for greater comfort 


BEN-Gay®, applied topically, penetrates deeply to help relieve muscular 
aches and congestion of head and chest colds. It is rapidly absorbed to 
provide local analgesia with high-concentration methyl salicylate plus 
soothing, menthol-induced warmth. BEN-GAY also eases muscular and 
joint pain caused by strain and over-exertion. 

Greaseless, Stainless BEN-GAY and original BEN-GAy are available in 
114-0z. and 3-o0z. tubes. Children’s BEN-Gay (greaseless, stainless only): 
114-0z. tubes. Thos. Leeming & Co., Inc., New York 17, N.Y. 


greaseless, stainless 


Ben-Gay 


reliable, conservative pain relief, 


South Dakota, annual meeting, Rapid 
City, May 6-7. Program Chairman, L. A. 
Deitrick, Bison. Secretary, Earl W. Hew- 
lett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Paris Land- 
ing Inn, Buchanan, May 6-9. Program 
Chairman, George Carpenter, 715 Morton 
St., Paris. Secretary, Paul Grayson Smith, 
Box 63, Pikeville. 


Texas, annual meeting, Texas Hotel, 
Fort Worth, May 3-5. Program Chairman, 
Robert R. Ling, 103-105 Center Dr., 
Galena Park. Executive Secretary, Phil R. 
Russell, 512 Bailey St., Fort Worth 7. 


Vermont, annual meeting, Mt. Snow, 


Dover, September 26-27. Clerk, Roy M. 
Sherburne, 9 Eastern Ave., St. Johnsbury. 


Washington, Oregon, and Northern 
Idaho, annual meeting, Olympic Hotel, 
Seattle, Wash., June 7-9. Secretary, Lon 
A. Hoover, 1219 Sixth Ave., Tacoma 5. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 13-15. 
Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 7-9. Program Chair- 
man, A. Reid Johnston, 1298 King St., E., 
Hamilton. Secretary, William K. Church, 
85 Neywash St., Orillia. 
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restful sleep, 
refreshed 
awakening 


This is the promise of Noludar 300...a night of deep, refreshing sleep without risk of habit- 
uation or toxicity...6 to 8 hours of undisturbed rest...an easy awakening in the morning, 
free of fogginess or barbiturate “hangover.” Try Noludar 300 for your next patient with a 
sleep problem. One capsule at bedtime. Chances are she’]] tell you 


“I slept like a log” 


NOLU DAR 300 


brand of methyprylon 300-mg capsules — 


$74 IA ROCHE LABORATORIES = Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 
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State and 


national boards 


Alaska basic science examinations 
given on request. Address R. Harrison 
Leer, M.D., secretary, Board of Exam- 
iners, Alaska Office Bldg., Juneau. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Exami- 
nation in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix, 22. 

Basic science examinations March 20 
at the University of Arizona, Tucson. 
Address Millard G. Seeley, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, University of Arizona, Tucson. 


Arkansas examinations given on re- 
quest. Address E. M. Sparling, D.O., 
secretary, Board of Osteopathic Examin- 
ers, 222 Thompson Bldg., Hot Springs 
National Park. 


Colorado basic science examina- 
tions in March. Applications must be filed 
2 weeks in advance. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


Connecticut examinations March 
13-14. Address Frank Poglitsch, D.O., 
secretary, Osteopathic Examining Board, 
300 Main St., New Britain. 

Basic science examinations February 
10. Address Miss M. G. Reynolds, execu- 
tive assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


Delaware examinations January 9- 
11. Address Joseph S. McDaniel, M.D., 
secretary, Board of Medical Examiners, 
Professional Bldg., Dover. 


Hawaii For information on exami- 
nation dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., Hono- 


lulu 14. 


Illinois examinations in January. 
Applications must be filed by the middle 
of December. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Iowa basic science examinations 
January 9 at the Captiol Building, Des 
Moines. Address Elmer W. Hertel, Ph.D., 
secretary, Board of Basic Science Exami- 
iners, Wartburg College, Waverly. 


Kansas examinations during first 2 
weeks in January. Address Francis J. 
Nash, M.D., secretary, Board of Healing 
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% When it can stand up to punishment 

* Wnen It Can Stand up to punisnmen 
For greater resistance to dry heat...B-D ACE Rubber Elastic Bandage incorporates a newly 
developed, heat-resistant extruded latex rubber. As a result, ACE withstands 320° F. dry-heat 
sterilization...maintains its elasticity longer than ordinary bandages. And remember, only 


ACE provides a balanced weave of warp and woof threads to assure continuous uniform support. 


2& Be sure you get the elastic 
bandage you order. 
ACE is made only by B-D. 


B-D 


Arts, New Brotherhood Bldg., Kansas 
City, Kans. 


Massachusetts examinations Janu- 
ary 9. Address David W. Wallwork, 
M.D., secretary, Board of Registration in 
Medicine, Room 37, State House, Boston 
33. 


Michigan basic science examina- 
nations in February. Address Mrs. Anne 
Baker, secretary, Board of Examiners in 
the Basic Sciences, 116 Mason Bldg., 
Lansing. 


Minnesota basic science examina- 
tions January 9 at the University of Min- 
nesota, Minneapolis. Address Raymond 
N. Bieter, M.D., secretary, Board of Ex- 
aminers in the Basic Sciences, 105 Mil- 
lard Hall, University of Minnesota, Min- 
neapolis 14, 


Montana examinations March 6. 
Address Warren E. Monger, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 


Nebraska examinations given on 
request. Address Mr. R. K. Kirkman, di- 
rector, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg., 
Lincoln 9. 

Basic science examinations January 9- 
10. Address Mr. Kirkman. 


Nevada examinations in January. 
Applications must be filed 2 weeks in 
advance. Address John H. Pasek, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 205-10 First National Bank Bldg., 
Minden. 

Basic science examinations January 9. 
Address Kenneth C. Kemp, Ph.D., secre- 
tary, Board of Examiners in the Basic 
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in advance. Address Mrs. Katherine M. 
Wollet, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 


Puerto Rico examinations March 6. 
Address Mr. Joaquin Mercado Cruz, sec- 
retary, Board of Medical Examiners, De- 
partment of State, Box 3271, San Juan. 


Rhode Island examinations January 
4-5. Address Mr. Thomas B. Casey, Ad- 
ministrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations February 
14. Address Mr. Casey . 


maintains 


QUINAGLUTE 


DURA-TABS° 


exclusive oral Sustained Medication* 
Quinidine Gluconate 5 gr. (0.33 Gm.) 


ww CARDIAC ARRHYTHMIAS” 


Maximum efficacy: maintains effective quinidine blood levels all day, all night. Better 
tolerated: because quinidine gluconate is 10 times as soluble as the sulfate, and only 
part of daily Dura-Tab dosage contacts gastric mucosa. Maximum convenience: given 
q. 12 h.—no night dosage needed. 


South Dakota examinations Janu- 
ary 16-17. Address Mr. John C. Foster, 
executive secretary, Board of Medical 
and Osteopathic Examiners, Room 300, 
First National Bank Bldg., Sioux Falls. 


on 0.12 H. 
DOSAGE 


Tennessee examinations in Febru- 
ary. Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 62 S. Dunlap, Memphis 3. 


Utah examinations third week of 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Capi- 
tol, Salt Lake City 14. 


Vermont examinations in January. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


Washington examinations in Janu- 
ary. Address Mr. Thomas A. Carter, sec- 
retary, Professional Division, Department 
of Licenses, Olympia. 

Basic science examination in January. 
Address Mr. Carter. 


DOSAGE: for conversion of auricular fibrillation to normal sinus rhythm, in most cases, 2 Dura-Tabs 
3 or 4 times a day, for 2 to 3 days; longer periods are required in some patients. For maintenance, 
1 or 2 Dura-Tabs q. 12 h. in most patients... Bottles of 30, 100 and 250 Quinaglute Dura-Tabs. 


For SAMPLES and complete literature*-*° 
giving indications, cautions, etc., write 


W Y N N PHARMACAL 


CORPORATION Page 821 
Lancaster Ave. at 51st St., Philadelphia, Pa. 


€ West Virginia Dr. Carl C. Hahn 
we R has been appointed a member of the 
Board of Osteopathy to serve until 1964. 


2898881". also available INJECTABLE QUINAGLUTE Wisconsin examinations in January 
at Madison. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Medi- 
cal Examiners, Room 28, 115 S. Pinckney 


St., Madison 2. 


Sciences, Box 9355, University of Ne- 
vada, Reno. 


retary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. Wyoming examinations February 5. 
Address James W. Sampson, M.D., sec- 
retary, State Board of Medical Exam- 


iners, State Office Bldg., Cheyenne. 


New Hampshire examinations 
March 14-17. Address Edward W. Col- 
by, M.D., secretary, Board of Registra- 
tion in Medicine, State House, Concord. 


North Dakota examinations in Jan- 
uary. Address Georgianna Pfeiffer, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 8 S. Terrace, Fargo. British Columbia examinations in 
January. Address Lynn Gunn, M.D., reg- 
istrar, Council of College of Physicians 


New Mexico examinations January Oregon examinations in January. 


15. Address L. D. Barbour, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Roswell Osteopathic 
Hospital, Roswell. 

Basic science examinations January 21. 
Address Mrs. Marguerite Cantrell, sec- 
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Address Mr. Howard ‘I. Bobbitt, execu- 
tive secretary, Board of Medical Exam- 
iners, 609 Failing Bldg., Portland 4. 


Pennsylvania examinations in Jan- 
uary. Applications must be filed 15 days 


and Surgeons, 1807 W. 10th Ave., Van- 
couver 9. 


Saskatchewan examinations in Feb- 
ruary at Saskatoon. Address Anna North- 
up-Little, D.O., 2228 Albert St., Regina. 
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DIFFERENCE 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not sacri- 
fice needed power. This is important. For, only 
ample x-ray output will assure you exposure 
speed sufficient to overcome common motion- 
blurring problems. The Patrician combination 
provides this and more in every detail for radiog- 
raphy and fluoroscopy. For example: full-size 
81” tilting table . . . independent tubestand ... 
counterbalanced (not counterpoised) fluoroscopic 
screen or spot-film device .. . fine focus x-ray tube 
... fluoroscopic shutter-limiting device to confine 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 
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...motion-stopping radiographic speed 
is built into every Patrician “200” 


radiation to screen area . . . automatic x-ray 
tube overload protection, 

Ask about renting: Through the G-E Maxi- 
service® plan, you can have this complete Pa- 
trician “200,” plus maintenance, parts, tubes, in- 
surance, and paid-up local taxes — all wrapped- 
up by a modest monthly fee. Details available 
from your G-E x-ray representative. Or clip 
coupon below. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room R-121 


Send me: (1 Patrician bulletin 
Maxiservice bulletin 


NAME 
ADDRESS 


‘ 
Be 
He 
| | 
| 
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a more 
hopeful tomerrow 


Markedly reducing comedones and 
pustules,'2 by antibacterial action, 
by opening clogged pores and hasten- 


ing involution... Desitin Acne Cream, 
as part of a carefully prescribed regimen, 


helps prevent permanent scarring. 


a more 
cheerful today 


Desitin Acne Cream hides embar- 
rassing lesions so naturally, acne 
patients become more cheerful and 
confident. They can feel and see 
its gentle drying, peeling, healing 
effects. 


Invites Regular Use: Flesh-tinted, quick-drying, 
cosmetically elegant. Pleasant to use, greaseless. 
Combines colloidal sulfur, resorcinol, zinc oxide and 
hexachlorophene. 


write for samples and reprints 


DESITIN CHEMICAL COMPANY 


812 Branch Avenue, Providence 4, R. I. 


| DESITIN SOAP... Ideal for 


\ cleansing teen-agers’ skin. 
4 i 1. Bleiberg, J.: J. Med. Soc. New Jersey, Aug. 1957. 
Caceicmaunenecmieine’ 2. Weissberg, G.: Clinical Medicine, Feb. 1958. 
state ining ; 29 state ani- 
Reregistration State Examining Boards, 224 State Capi 


of osteopathic licenses 


December 31—Alabama, $5.00. Ad- 
dress D. G. Gill, M.D., secretary, Board 
of Medical Examiners, State Office Bldg., 
Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
secretary-treasurer, Osteopathic Board of 
Registration and Examinations in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22. 


December 31—Georgia, $3.00. Ad- 
dress Mr. C. L. Clifton, joint secretary, 
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tol, Atlanta. 


December 31—Tennessee, $5.00 for li- 
censing board for the state board of ex- 
amination and registration for osteopathic 
physicians. Address M. E. Coy, D.O., 
secretary-treasurer, Board of Examina- 
tion and Registration for Osteopathic 
Physicians, 1226 Highland, Jackson. 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., secretary-treasurer, 
Board of Osteopathic Examiners, 1013 
Forum Bldg., Sacramento 14. 


January 1—Florida, $10.00 to the Os- 
teopathic Boards; $1.00 to the State 


Board of Health. Address Thomas F. 
Sheffer, D.O., secretary-treasurer, Board 
of Osteopathic Medical Examiners, Las 
Olas Hospital, 1516 E. Las Olas Blvd., 
Ft. Lauderdale. 


January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary-treas- 
urer, Board of Osteopathic Examination 
and Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., treasurer, Licensing 
Board of Osteopathic Physicians, 120 
Sherburn St., Winnipeg. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., secretary-treas- 
urer, Board of Osteopathic Examiners, 
318 Bush St., Red Wing. 


January 1—New York, $6.00 bienni- 
ally. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $3.00 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany 7. 


January 1—Ontario, $25.00. Address 
D. G. A. Campbell, D.O., secretary-treas- 
urers, Board of Directors of Osteopathy, 
2 Bloor St., E., Toronto 5. 


January 1-—Saskatchewan, $30.00. Ad- 
dress Anna Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—South Dakota, $2.00. Ad- 
dress Mr. John C. Foster, executive sec- 
retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


January 1—Utah, $3.00. Address Clar- 
ence E. Hyatt, D.O., treasurer, Osteo- 
pathic Examining Board, 144 E. Fifth 
North St., Provo. 


January—Alberta, no reregistration; 
pay $75.00 membership in College of 
Physicians and Surgeons. Address G. B. 
Taylor, acting registrar, Office of the 
Registrar, University of Alberta, Edmon- 
ton. 


January—Connecticut, $5.00. Address 
James T. Barry, D.O., treasurer, Osteo- 
pathic Examining Board, 410 Asylum St., 
Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., secretary- 
treasurer, Board of Osteopathic Examina- 
tion and Registration, 330 W. Front St., 
Box 1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secretary, 


é 
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THE 
PHYSICIAN 


This principle guides the design 
and construction of each OTC 
Surgical Support and Orthopedic 


Appliance, “. . . to aid the -HREE PULL STRAPS make possible the precise 
physician” in securing the desired lumbar support OTC Model 472-HS, Side lacers over- 


to provide smooth of support, yet 
therapeutic effect, consistent 


with the patient’s comfort. Each 
OTC support must merit the 
physician’s approval and the 
patient’s acceptance, for each 
support is “Designed for Doctors’ 


Prescriptions,” 


Write for the name of the 
qualified OTC dealer in your area... 
ask for the OTC reference catalog. 


Supports ¢ Surgical Hosiery 


thopedic Appli Specialti “all the therapeutic | value of heavy one-way stretch 
Orthopedic Appliances ¢ Specialties ton, 
readily ‘to the contours of any leg. Open and closed 
division of surgical appliance industries, inc. in 


Dept. B 
28 W. 7th St., Cincinnati 2, Ohio 
Branches: New York, San Francisco, Ottawa 
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New ZOALITE 500 LAMP 
features long-range, re- 
tractable extension arm. 


Radiant energy from the Z-500 Infrared lamp is in the spectral 
range capable of greater tissue penetration. Its special long-life 
quartz tube has almost ideal spectral characteristics for thera- 


peutic infrared radiation. 


(See chart below.) 


New equipoise arm permits positioning over widest treatment 
table. Unique counterbalanced construction holds lamp station- 
ary. The Z-500 also has an Alzak aluminum reflector designed 
to project radiation evenly over the treatment area. Hot spots 


are eliminated. 


the heart of the new Z-500 


is its quartz infrared tube 


VISIBLE 


RELATIVE INTENSITY 
RADIANT 
ENERGY 


4000 7000 10,000 15,000 20,000 25,000 


30,000 35,000 40,000 45,000 50,000 


RELATIVE SPECTRAL DISTRIBUTION IN ANGSTROM UNITS — BURDICK Z-500 LAMP 


As will be noted from the above chart, most of its radiant energy is 
in the range which is capable of the greatest tissue penetration. 


SEE THE NEW BURDICK Z-500 ON 
am, 


DISPLAY AT YOUR DEALER'S... 


THE BURDICK CORPORATION 
MILTON, WISCONSIN i 
Branch Offices: New York Chicago 
Atlanta » Los Angeles 

Dealers in all principal cities j 


ad 


Board of Medical Examiners, Room 28, 
115 S. Pinckney St., Madison 2. 


January 31—British Columbia, set by 
the Council of Colleges of Physicians and 
Surgeons of British Columbia. Address 
Lynn Gunn, M.D., registrar, 1807 W. 
10th Ave., Vancouver 9. 


Before February 1—Vermont, $3.00 
residents; $2.00 nonresidents. Address 
Roy M. Sherburne, D.O., treasurer, Board 
of Osteopathic Examination and Regis- 
tration, 65 Railroad St., St. Johnsbury. 


Before March 1—Colorado, $2.00 res- 
idents; $10.00 nonresidents. Address Miss 
Mary M. McConnell, executive secretary, 
Board of Medical Examiners, 715 Repub- 
lic Bldg., Denver 2. 
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Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions twice each year at the approved 
colleges. The next dates are May 4-5, 
1962. Application blanks may be ob- 
tained from the secretary of the Board 
or the dean of the college, and the com- 
pleted application blank, together with 
check for the part to be taken, must be 
in the secretary’s office not less than 30 
days preceding the examination. 
Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 


pathology; and microbiology, including 
immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles; therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 
Part III is given annually. 

The next examinations in Part III will 
be given at Kansas City April 7-8, and at 
Philadelphia April 14-15, 1962. 

All candidates are reminded that the 
examination must be completed within 
a period of 7 years. Candidates who 
took Part I in 1955 must take Part III in 
1962 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part 1, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part If and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 212 E. 
Ohio St., Chicago 11. 


Group education 
for parents 


of the handicapped* 


Aline B. Auerbach 

Director, Department of 

Parent Group Education 
Child Study Association of America 


Throughout the country there is a grow- 
ing interest in group programs for par- 
ents of handicapped children, an inter- 
est which is not ‘surprising since group 
programs for parents of well children 
have become part of many American 
communities. This interest is being picked 
up by the increasing number of parents’ 
organizations that have been formed 
around disabilities to acquaint the public 
with the nature of the handicap, to raise 


*Reprinted from Children, July-August 1961. 
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funds for research, and to push for more 
and better services for their children. 
Quite naturally the major attention of 
these organizations has from their incep- 
tion been concentrated on the children. 

But individual parents have been 
reaching out for more—a kind of knowl- 
edge and help that they have hardly de- 
fined for themselves. Their desire for 
help has been revealed in informal dis- 
cussions around the edges of business 
meetings, sometimes even taking the cen- 
ter of the stage and interfering with the 
main purpose of the meeting. 

Thus many agencies serving the handi- 
capped have come to see the need for 
two different types of parents’ programs 
—one with focus on community action to 
improve services for all children having 
the specific handicap with which they 
were concerned, and the other with focus 
on helping the parents in their daily liv- 
ing with their children. Where separate 
programs could not be set up, parents’ 
meetings have been more effective when 
the two goals have been identified and 
handled separately. 

Agencies providing services for handi- 
capped children have often held informa- 
tional meetings for parents in the form 
of lectures by the professional staff, de- 
scribing the disability and the thera- 
peutic, educational, and other services 
available. While these meetings have 
been useful, the persons programing 
them have often felt that more should be 
offered, through casework services or an- 
other kind of group program or both, to 
meet the needs of the parents as they 
themselves see them. 

However, in attempting to develop 
more meaningful group programs, agen- 
cies have often been limited by the lack 
of group leaders. Even well-trained social 
workers and psychologists often feel un- 
prepared to conduct group programs of 
this nature. Therefore, professional per- 
sons of various types have been turning 
to the Child Study Association of Amer- 
ica for preparation for this work. 


PARENT GROUP EDUCATION 


Within the past 10 years the association 
has given training in parent group edu- 
cation to selected social workers, psychol- 
ogists, educators from various settings, 
and public health and hospital nurses. 
This training has concentrated on the use 
of group discussion geared to the needs 
of the parents in the group and devel- 
oped from their expressed concerns in a 
flexible procedure, rather than to a pre- 
determined curriculum. 

In parent group education the goal of 
the leader is to help group members ex- 
plore all aspects of the situation in which 
they find themselves with their children, 
to gain greater knowledge and under- 
standing of their children’s physical and 
emotional development, of their own 
roles as parents, and of the complexity 
of parent-child relations. They do this 
through the exchange of ideas and expe- 
riences within the group interplay, look- 
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“...am I pregnant, doctor?” 


to give you the answer 
promptly, even in the 
early weeks... 


60.00 mg. anhydrohydroxyprogesterone, 
0.03 mg. ethiny! estradiol per tablet 


As early as a week after the first 
missed period, the new, 3-day, oral 
PRO-DUOSTERONE test (4 tablets 
daily for 3 consecutive days) per- 
mits simple, physiologic diagnosis 
of pregnancy and secondary amen- 
orrhea. In women menstruating 
regularly, PRo-DUOSTERONE accu- 
racy approaches 100%1 weeks be- 
fore biologic tests for pregnancy 
can be considered accurate. 

e If the patient is not pregnant, 
menstruation will occur within a 
few days after the administration 
of the PRo-DUOSTERONE test. 

e If the patient is pregnant, no pro- 
gesterone-induced withdrawal 
bleeding occurs, and the progesta- 
tional action of PRo-DUOSTERONE 
may even help protect many 
pregnancies. 

PRO-DUOSTERONE is available on 

your prescription. Bottles of 24 

pink tablets. Literature on request. 

1. Schwartz, H.A.: ee. Minnesota 

Medicine 42: 1279, 19 


Roussel ‘New York 17 


ing at both facts and feelings—theirs and 
their children’s. Sharing their reactions 
with others under skillful leadership 
seems to free the parents to move on to 
new attitudes and new behavior, or to 
have greater confidence in what they are 
already doing. 

The goals and techniques of group ed- 
ucation are different from those of group 
therapy. The group education leader does 
not focus on the pathology of the mem- 
bers, or probe into the unconscious. Al- 
though he must take into account the 
unconscious factors that influence behav- 
ior, he deliberately directs group thinking 
toward aspects of ego functioning, in or- 
der to develop ego strengths. 


SOME QUESTIONS 


In the early programs of training leaders 
for parent group education, the focus 
was on parents of normal children. As 
the interest mounted in establishing pro- 
grams for parents of the handicapped the 
association was asked to set up a special 
training program for social workers who 
would be working with families of chil- 
dren with disabilities. 

Implied in this request were a number 
of important issues. 

e Is the method of group education 


‘developed for parents of normal children 


applicable to groups of parents of chil- 
dren with such different problems? 
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SPECIAL COUGH FORMULA 


for Children 


Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chliorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fil. oz. 


Exempt Narcotic 


| 


New York 18, N.¥ 


Before prescribing be sure to consult 
Winthrop’s literature for additional 
information about dosage, possible 
side effects and contraindications. 
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e How similar and how different are 
the concerns of parents of chronically ill 
or disabled children from those of parents 
of well children who present merely the 
normal range of developmental problems 
as they grow up? 

e Can group education be expected to 
ease the extraordinary burdens on parents 
of the handicapped and help them to 
handle their lives and those of all their 
children, including the nonhandicapped, 
with greater ease and satisfaction for all? 

e Do adaptations in techniques have 
to be made in working with parents of 
the handicapped to achieve the basic 
goals of group education for all parents, 
and, if so, what is their nature? 

The association had already recognized 
that these questions needed further ex- 
ploration in practice as well as in theory. 
It had, therefore, set up experimental 
groups, under the sponsorship of various 
health and rehabilitation agencies, for 
parents of children with muscular dys- 
trophy, cerebral palsy, mental retarda- 
tion, and two congenital blood diseases. 
The groups were conducted by associa- 
tion staff members who had familiarized 
themselves with the nature of these spe- 
cific disabilities and the special problems 
they presented for parents as well as 
children. A social worker from the coop- 
erating agency usually participated as a 
resource person. The association also had 
had experience in adapting the basic ap- 
proaches of parent group education in 
programs to train public health and ma- 
ternity nurses to lead groups of expectant 
parents.1 

Encouraged by these experiences, the 
association, with a foundation grant, set 
up a demonstartion program to train so- 
cial workers in parent grouv education 
for parents of handicapped children. The 
hope was that the experience of the social 
workers in conducting parent discussion 
groups in their own agencies would throw 
more light on the foregoing questions. 
The association also looked to the project 
to explore some questions tegarding the 
recruitment and readiness of parents for 
this type of experience, and the effect on 
the groups, of their makeup, in relation 
to degree of homogeneity in the parents’ 
backgrounds, and in the prognosis and 
severity of their children’s conditions. 


A NEW PROJECT 


The project was initiated with a selected 
group of social workers from the staffs of 
hospital social service departments and 
health and rehabilitation agencies in New 
York City, and from the New York City 
Health Department. These agencies were 
interested in developing group educa- 
tional services for parents and had expe- 
rienced social workers who were familiar 
with the disability of the children with 
whose parents they would be working. 
The program included 15 weekly ses- 
sions devoted to a review of the princi- 
ples of child growth and development 
and the many distortions created by vari- 
ous disabilities; discussion of the parental 
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Designed for 


CONVENIENCE 


of Operation 


This ophthalmoscope (No. 121) is available 
individually or in sets with WA otoscopes 
or other instruments. Fits all WA handles. 


WELCH AL LYN 


concerns common to all parents as they 
are colored by the nature, prognosis, and 
special meaning to parents of their chil- 
dren’s handicaps; and presentation of the 
principles, goals, and techniques of par- 
ent group education as applied to the 
needs of parents of handicapped children. 
These sessions, conducted by guest ex- 
perts from the fields of medicine and 
rehabilitation, psychiatry, psychology, ed- 
ucation, sociology, and cultural anthro- 
pology have been supplemented by semi- 
nars led by association staff members 
who also supervised the participants as 
they conducted parent groups in their 
own agencies, in health and rehabilitation 
organizations or in special clinics, recrea- 
tion and workshop centers, hospitals, and 
public schools. Each parent group was 


concerned with a specific disability—or- 
thopedic handicaps, cerebral palsy, men- 
tal retardation, or cleft palate—except for 
two groups of parents whose children’s 
disabilities were not all the same. 


WHAT EMERGES? 


What takes place in such groups? Since 
the subject matter is not preplanned but 
is developed from the interests of the 
members, there can be no general an- 
swer. Parent group education, like case- 
work, focuses on the parents and thei 
concerns, meeting them “where they are. 
So the discussion may start at almost 
any point. 

Often the early meetings of a series 
are taken up with practical problems of 
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specifically designed help contro! cough 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. sss: 


BENYLIN EXPECTORANT iS a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

supplied: BENYLIN ExPECTORANT is available 
in 16-ounce and 1-gallon bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlio- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—14 to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32. Michigan 
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routine care as compounded by the 
child’s disability. Parents of young chil- 
dren who are mentally retarded or cere- 
bral palsied or both bring up their strug- 
gles with the whole range of develop- 
mental tasks they are trying to help 
their children to learn—feeding, toileting, 
dressing and undressing, climbing stairs. 
Parents of severely orthopedically handi- 
capped teenagers may talk about the 
constant chore of getting their young 
people to school, a recreation center, or 
just outside the house. 

Everyday problems continue to appear 
in many forms throughout the series of 
meetings, and in these discussions the 
parents gain a great deal from the experi- 
ences of others. Even though the degree 
to which their children are disabled may 
vary enormously, the ingenious proce- 
dures some parents have worked out 
often open up new ideas relevant to 
many different situations, which the par- 
ents often adapt to the needs of their 
own children. Sometimes a parent has 
tried a new way of bathing a severely 
crippled child, for example, or a different 
approach to getting a cerebral-palsied 
child to feed himself, or a rearrangement 
of the furniture to provide greater play 
space. 

While the parents discuss these ideas, 
they are constantly working on one of the 
baffling aspects of their problems, that of 
evaluating their child’s particular time- 
table of growth and development. For 
many handicapped children, there is no 
set guide. Each parent has to find out 
what stage his child has reached, in rela- 
tion not to age, but to the limitations 
imposed by his disability as well as to 
his capacities. 

With the leader’s encouragement, par- 
ents are often able to bring out the basic 
questions that lie behind these practical 
discussions, revealing a few central 
themes variously expressed. The common 
question, “How much can my child really 
do?” may a front for many others: What 
is the true extent of his disability? What 
does this mean for me? How much should 
I do for him and how can I best help 
him learn to do things for himself? What 
is my real role as a parent, what kind of 
a parent do I want to be, and can I really 
carry out what I think I should do? Will 
he be able to take care of himself later 
on? What does the future really hold? 
Will I ever be free of this endless burden? 

Whatever the parents begin to talk 
about may uncork a flood of feelings. 
Sometimes these feelings burst through in 
first or second meetings, sometimes they 
are held back until late in the series, 
when the parents feel more at ease. Par- 
ents often reveal in groups what they 
say they find it more difficult to reveal 
in one-to-one talks with doctors, psy- 
chologists, and social workers—especially 
their confusion about what they have 
been told regarding their child’s dis- 
ability. Often they say that they have not 
been told enough and that they have not 
been met with sympathy and_ under- 
standing. The frequency of these com- 
ments even though the medical, nursing, 
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whenever digitalis 


is indicated 


and social service personnel are known 
to have been competent, thoughtful, and 
friendly suggests the extent of these par- 
ents’ need for support and perhaps also 
their difficulty in absorbing the reality of 
what they face. 

Many parents gradually come to see 
the extent of this need as well as the 
unreality of their expectations. They dis- 
cuss what may be pushing them to con- 
tinue to “shop around’—the wish for a 
magic cure or a new diagnosis since the 
reality seems so unbearable. Yet at the 
same time they recognize that they must 
reach out for all the services available to 
the child and press for more if needed. 

Other feelings emerge in different ways 
from group to group. There seems to be 
a strong, deep undercurrent or anger, 
frustration, and guilt that needs to find 
an outlet and breaks through whenever 


it can. Within the supportive atmosphere 
of the group, parents begin to talk about 
their anger and frustration, sometimes 
directed at the child himself but more 
often at medical services, random hap- 
penings or just fate. When they recognize 
that these reactions are shared by others 
and are accepted as natural by the leader 
and the group, they come to feel less 
guilty about them and are better able to 
look at them more realistically. 

A similar process occurs when parents 
bring out their feelings of deep disap- 
pointment in their child, of having a 
constant, endless burden and, sometimes, 
of being drained of all individuality. 
They say again and again that they feel 
personally responsible for the disability, 


‘although rarely is there any justification 


for their self-reproach. 
These complex feelings appear to be 


A-93 


— 
| 
| 
to be recom many and 
varied "would be itm 
the arug Therapys 
g, Ax: Current concent in 
‘LANOXIN’ TABLETS —‘LANOXIN' INJECTION“ LANOXIN' ELIXIR PEDIATRIC 
0.25 mg. scored (white) 0.5 mg. in 2 ce, (LM. or 0.05 mg. in Tee 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
| 


A-94 


IOGENES was a Greek, 
and a_ philosopher. 
He belonged to the 
school of cynics. 
Which means that he 
associated with a 
group of men who 
didn’t believe in practically anything. 

Now among the many things; Di- 
ogenes didn’t believe in was an honest 
man. But he wanted to give every one a 
chance, so he roamed the highways and 
byways of Athens with a lantern which 
he would flash on the faces of the pas- 
sers-by, endeavoring to find in their 
features some sign of integrity. 

Nothing ever came of his labors. 
(According to him). But because he 
was a philosopher and a reasonably 
fair man, Diogenes admitted that it 
could be his lantern. And so, he com- 
plained, “If only I could have a better 
light...” 

And many people tried to give 
Diogenes a better light .. . If you’re as 
old as sixty, you may remember that a 
fellow named Welsbach thought up a 
contraption that you fitted over a gas- 
jet... Then there was that young fel- 
low, Tom Edison, who worked out the 
electric light bulb. And another genius 
planned a new type of light called flu- 


orescent... But none of them sue. 
VITAMINE RALS INC. 


ceeded in inventing a light that helped 
Diogenes. 

Then a man comes up with still 
another kind of light—a poor sort of 
thing. It was a little blob of wax, wrap- 
ped around a piece of string. And one 
Christmas Eve he took it over to 
Diogenes’. home. There the old fellow 
was, Visiting with his cynic cronies, and 
saying as how “No, definitely not! 
There just wasn’t such a thing as an 
honest man.” And the cynics all nodded 
their heads in agreement. Then the 
man came in with his candle, and he 
lighted it. And Diogenes could hardly 
believe his eyes! Because as the soft, 
mellow beams shone out from the 
Christmas candle and fell on the faces 
around him, Diogenes could see, just 
as plain as could be, that there wasn’t 
a really dishonest man in the entire 
gathering. 


And ever since then, at Christmas 
time, the little Christmas candles have 
made fools out of cynical people by 
proving that it is seldom that you can 
find a human being who, ’way down 
deep inside, isn’t essentially honest... 
if you’ll only look at him in the proper‘ 


light. 


GLENDALE 1 


CALIFORNIA 
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almost universal in our culture. They 
seem to flow from a basic part of our 
emotional lives, from our expectations 
and dreams, our hopes and fears regard- 
ing our children. The degree and ex- 
pressions of such feelings, however vary 
considerably, according to the parents’ 
individual temperaments, the nature and 
severity of the child’s disability, its causes 
and prognosis, and the special signifi- 
cance it may have for the parents. 

Yet whatever these feelings may be, 
looking at them honestly with others who 
share them to some degree at least, seems 
to open the way for parents to accept 
themselves a little better and to be able 
to test the feelings against reality. This 
testing in turn seems to free them to gain 
a better understanding of all their family 
members’ needs and of their own inner 
resources. 

Some people, of course, are so caught 
up in their emotions that they cannot 
make use of group educational experi- 
ences of this kind. Therefore, some of the 
agencies in this project opened the groups 
only to parents who seemed to their so- 
cial service personnel likely to profit from 
the experience. Others invited all parents 
on a general list of patient contacts to 
attend. Still others invited any parent in 
the general public who had a child with 
the particular disability. Whatever the 
method of group recruitment, the leaders 
were alert for parents who either showed 
no movement during the series or seemed 
disturbed by the discussion in ways the 
group could not be expected to resolve, 
and referred them to casework or psychi- 
atric treatment services. However, some 
parents who presented a discouraging 
picture, during earlier sessions, eventually 
showed surprising shifts of attitude, often 
first moving out of their own preoccupa- 
tions to help other parents in the group 
and then applying a new approach to 
their own problems. 


COMPARISONS 


How different are these group sess‘ons 
from sessions with parents of well chil- 
dren? The association’s staff believes that 
there is a basic similarity in the nature of 
the experiences for all parents, but that 
there is a marked difference in the inten- 
sity of the feelings expressed and in the 
quality and degree of parental concerns. 

The range of questions that come from 
parents of children with handicaps are 
actually very similar to those raised in 
groups of parents of normal children. For 
example, parents of well children are also 
concerned about how much their chil- 
dren can do, how they can best help 
them to develop their capacities without 
pushing them too hard, on the one hand, 
or not giving them enough stimulation 
and encouragement, on the other. They 
too, often voice the disappointments they 
feel as they compare their children with 
the dream children they had looked for- 
ward to. 

The difference lies in the reality be- 
hind the words, in all the complicating 
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factors connected with the disability that 
so often leave parents of the handi- 
capped child struggling to find their way 
alone day by day in dealing with their 
child and in coping with their own emo- 
tional reactions. The burdens of these 
parents are infinitely greater and the 
reality is much more threatening, both 
now and for the future. The practical 
choices open to them in such matters as 
schooling, family mobility, and social life 
for the children and for themselves are 
far more limited. The satisfactions of 
parenthood for them are less apparent, 
though they can find satisfactions if they 
can move past their difficulti¢s to recog- 
nize them. For them the experience of 
parenthood is a constant problem, in 
which the concerns of other parents are 
greatly magnified. 


And so the feelings, when they come, 
pour out in these meetings with greater 
intensity. This is true not only with par- 
ents who have recently been confronted 
with the problem of having a handi- 
capped child, but also with parents who 
have lived with the problem for some 
years. In the case of the latter, one can 
only speculate as to why the intensity of 
feeling has continued. Perhaps these par- 
ents have never fully faced the shock of 
knowing their child is handicapped and 
so have not thoroughly lived through the 
crisis that comes with this knowledge. 
Perhaps, because of the constant de- 
mands on them, their lives seem to be 
one crisis after another. Perhaps they 
have never before had the chance to ex- 
press what they feel. 
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DATA FOR DECISION 


DATA FOR GANTANOL 


In vitro Antibacterial Activity of Gantanol!* 
(Aga plate method — 24 hours incubation time at 37°C.) 


1000 mcg/ml 


*While in vitro studies of the antibacterial effectiveness of a sulfonamide do 
not necessarily coincide with in vivo effectiveness, they provide an experi- 
mental guide to its range of antibacterial action. Gantanol, in clinical expe- 
rience, has a polyvalent activity against both gram-positive and gram-negative 
organisms. 


1 mcg/ml 


Blood and Urine Gantanol Levels2 


following Gantanol 2 Gm sfat. and 1 Gm q. 12 hours for 6 days 


For the organisms 
you encounter most often in your daily practice 


In vitro studies of Gantanol have shown its broad range of 
antibacterial activity against both gram-positive and gram- 
negative organisms.! Particularly, Gantanol “...has shown 
potent in vitro and in vivo activity against pneumococci, 
staphylococci, streptococci, colibacteria and Klebsiella pneu- 
moniae.”2 


In experimental infections, the effectiveness of Gantanol 
closely paralleled the in vitro spectrum of the drug.! 


Antibacterial Activity of Gantanol in vivol 
Organism PD;: mg/Kg 
Strep. hemolyticus #4 87.6 
Staph. aureus 107.2 
S. schottmuelleri 100.0 
S. typhosa P 58a 14.9 
E. coli J 56.6 
E. coli 0119 0.48 
K. pneumoniae 70.7 
Ps. aeruginosa B 161.3 


For the practical considerations 
you face so often in your daily practice 


The convenient b. i. d. Gantanol dosage 


In its modes of absorption, diffusion and excretion, Gantanol 
possesses the characteristics of a therapeutically effective anti- 
bacterial. Therapeutic blood, tissue and urine levels are 
maintained by Gantanol at all times on a simple morning- 
and-evening dosage schedule.2 


This simple b.i.d. regimen marks Gantanol as a sulfonamide 
ranging between the traditional q.i.d. and the long-acting 
once-a-day sulfonamides.6 


Gantanol safety and economy 


Gantanol is safe for short- or long-term therapy3.4.6-10: clini- 
cal trials with Gantanol in over 5,000 patients showed no 
serious side reactions, no monilial overgrowth, a low inci- 
dence of minor side effects.12 Nor does Gantanol entail the 
high cost of antibiotic therapy. 
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For the bacterial infections 
you see most often in your daily practice 


The record of Gantanol in upper respiratory infections 


Gantanol effectively combats the common bacterial strains of 
the respiratory tract.3 Even in chronic conditions, Gantanol 
efficacy in eradicating infection is of a particularly high de- 
gree.4 Upper respiratory tract infections treated successfully 
with Gantanol include such everyday conditions as sinusitis, 
tonsillitis, pharyngitis and bronchitis—with a recorded re- 
sponse rate of over 90 per cent. In one study of pediatric 
U.R.I. patients, for instance, the therapeutic efficacy of 
Gantanol alone closely paralleled the antibacterial effect 
produced by combined Gantanol-antibiotic therapy. The 
gratifying results in a variety of respiratory infections, both 
with and without complications, led this investigator3 to 
speculate about the possibility of using Gantanol instead of 
an antibiotic in the more commonly encountered bacterial 
infections. Preliminary results with Gantanol in acute beta- 
hemolytic streptococcal pharyngitis are also of interest.5 


The record of Gantanol in genitourinary infections 


Wide-ranging activity against both gram-positive and gram- 
negative organisms*.6-9 marks Gantanol as “a highly satisfac- 
tory drug’? for the more frequently occurring genitourinary 
infections. Noteworthy response was recorded in patients with 
cystitis,4.6-8,10 pyelonephritis,4.6 urethritis,4.8 prostatitist.6.8 
and epididymitis.4.6 In chronic pyelonephritis—a condition 
so rarely responsive in terms of permanent sterilization— 
when Gantanol was evaluated under the most rigid condi- 
tions, five of the 33 patients were found to have actual 
bacteriologic cure—with the patients asymptomatic, and 
urine cultures sterile on three consecutive examinations dur- 
ing treatment and two months after treatment.!! Even in 
the presence of obstructive uropathies, Gantanol proved most 
satisfactory in checking infection until surgery could be per- 
formed.!0 And just as Gantanol eradicated active infections, 
so did it prove of value prophylactically—e.g., in pre- and 
postoperative patients.4 Tolerance for Gantanol was 
high,6.8,10,11 even during prolonged administration.4 Remis- 
sion of clinical symptoms, bacteriologic reversal and safety 
characterize Gantanol action in both acute and chronic uri- 
nary tract infections.1,6-8,10 


The record of Gantanol in other bacterial infections 


The therapeutic effectiveness of Gantanol extends to soft tis- 
sue infections, such as cellulitis, adenitis, leg ulcers, abscesses 
and infected lacerations. In addition to combating active in- 
fection, Gantanol also prevented infectious invasion in fresh 
lacerations when used prophylactically. The therapeutic po- 
tential of Gantanol is enhanced by the low incidence of the 
side effects, so often of concern with other sulfonamide 
therapy. 
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The Record of Gantanol— 
Response in 5166 Patients Treated During 
Original Clinical Investigations 


No. of Patients _ % Response* 
Receiving Satis- Unsatis- 
Infections Treated GANTANOL factory _ factory 
Acute U.R.I. at multiple sites 470 86.2% 13.8% 
Acute tonsillitis 78 93.6% 6.4% 
Bronchitis 86 91.9% 8.1% 
Acute pharyngitis 46 93.5% 6.5% 
Cellulitis and abscesses 70 100.0% 0.0% 
Otitis media 98 93.9% 6.1% 
Cystitis 49 84.6% 15.4% 
Infected lacerations and burns 35 100.0% 0.0% 
Chronic respiratory infections at 
multiple sites 39 84.6% 15.4% 
Prostatitis 429 75.3% 24.7% 
Pyelitis and pyelonephritis 574 72.67% 27.4% 
Streptococcal sore throat 127 93.7% 6.3% 
Pulmonary infections (pneumonia; 
empyema; lung abscess) 23 95.7% 4.3% 
Acute sinusitis 42 95.2% 4.8% 
Acne; folliculitis 162 92.0% 8.0% 
Urethritis (nonvenereal) 216 77.8% 22.2% 
Orchitis and epididymitis 57 86.0% 14.0% 
Boils and carbuncles 21 71.4% 28.6% 
Other infections of the skin ana 
subcutaneous tissue 57 93.0% 7.0% 
Infections associated with calculi 
of the G.U. tract 57 66.7% 33.3% 
Gonorrhea and other venereal diseases 37 43.2% 56.8% 
Other infections of the genitourinary system * 787 74.0% 26.0% 
Pre- and postoperatively — genitourinary 
surgery 262 84.7% 15.3% 
Postoperatively at other multiple sites 36 91.7% 8.3% 
Infections associated with neoplasms 
of the prostate; bladder; kidney; cervix; 
and other G.U. sites 110 70.0% 30.0% 
Other infections at multiple or 298 78.2% 21.8% 
unspecified sites 
5166 81.1% 18.9% 


*Satisfactory — Indicates combined ratings of excellent, good and fair. 
Unsatisfactory — Indicates a rating of poor. 
The original investigation was conducted by 176 physicians in 5603 patients. 
Therapeutic results were reported in 5166 cases and were not reported in 437. 


REFERENCES 1. Reports on file, Department of Pharmacology, Roche 
Laboratories. 2. O. Brandman and R. Engelberg, Curr. Therap. Res., 2:364, 
1960. 3. P. J. Chastain, J. Florida M.A., in press. 4. J. L. S. Holloman, Jr., 
R. E. Fullilove, Sr., C. M.’ Yergan and E. Barouk, Appl. Therap., 3:775, 
1961. 5. B. Braden, J. P. Colmore and M. M. Cummings, Antimicrobial 
Agents Annual, in press. 6. W. S. Kiser, P. Bormel, J. D. Young, Jr. and 
E. H. Silverstein, J. .Urol., 85:849, 1961. 7. E. F. Pefia, Antibiotics & 
Chemother., in press. 8. L. J. Scheinman, J. New Drugs, 1:110, 1961. 
9. R. B. Rowe, Selected Papers of Carle Clinic, in press. 10. E. C. St. Martin, 
Colorado GP, 3:(2),2, 1961. 11. A. W. Czerwinski, J. P. Colmore, M. M. Cum- 
mings and B. Brown, Antimicrobial Agents Annual, in press. 12. Reports on 
file, Department of Clinical Investigation, Roche Laboratories. 


Consult literature and dosage information, available on request, before 
prescribing. 


GANTANOL™ —5.methyl-3-sulfanilamidoi 
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LABORATORIES 
Division of Hoffmann-La Roche Inc* Nutley 10°N. J. 
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Your wife can tell you why real shortening is needed for good cooking... 


NEW CRISCO 


THE HIGHLY UNSATURATED SHORTENING 


doubles the linoleic acid to 
answer the need for an 
all-purpose shortening 1n line 
with changing views on dietary fat 


You, as a physician, know the desirability of 
adequate sources of linoleic acid even in 
normal diets. Your wife knows how important 
shortening is in preparing fine-tasting foods. 

Today’s prudent diets dictate a more bal- 
anced intake of preferred unsaturates—even 
though a direct causal relationship between 
dietary fats, serum lipid levels, and cardiovas- 
cular diseases is not yet proved. 


Helps you prescribe diets patients will follow! 


Your patients know the desirability of real 
shortening for all frying and baking because 
of the wonderful eating characteristics it alone 
gives to many foods. In fact many of our favor- 
ite foods, for example most cakes, cookies, and 
pastry, can only be satisfactorily made with a 
real shortening, not salad oil. And you know 
how difficult it is to give up favorite foods— 
even on doctor’s orders. 


The importance of new Crisco 


Hence the importance to you and your pa- 
tients of new, improved Crisco: A highly unsat- 
urated vegetable shortening, new Crisco now 
provides approximately double the linoleic acid 
(23-26 per cent) of other leading all-purpose 
shortenings—and a total of 72-78 per cent 
unsaturates. In one-half cup of new Crisco 
there are actually 22 grams of linoleic acid. 
For you, this technical achievement means 
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relief from worry about shortenings when 
patients ask your advice about what are the 
preferred fats to use. For these patients, use of 
highly unsaturated new Crisco will permit en- 
joyment of the advantages of the finest vege- 
table shortening — yet it also permits them to be 
on the preferred side dietetically. 


Can be recommended with confidence 


New Crisco achieves a more favorable level 
of preferred unsaturates in line with current 
fat concepts and can be recommended with 
confidence. Crisco’s outstanding digestibility, 
performance, appearance, and all-purpose ver- 
satility are unchanged. 


NEW CRISCO 
LINOLEIC ACID CONTENT Fatty Acid Composition 
DOUBLED IN NEW CRISC9 (Grams/100 Grams) 
NEW Other Butter Total Unsaturates 72-78 
CRISCO leading * Polyunsaturates 
all- 30 Linoleic 23-26 
23-26% purpose Others 4-5 
shortenings Mono-unsaturates 44-50 
Total Saturates 22-28 
11% Natural Tocopherols 0.1 
7-13% 10 Cholesterol None 
3% Salt (Sodium Chloride) None 


As a highly unsaturated vegetable shorten- 
ing, with double the linoleic acid content, new 
Crisco is designed to satisfy not only the needs 
of the good cook but also the new requirements 
of the nutrition-scientist and physician... ooze: 
PROCTER & GAMBLE + CINCINNATI. OHIO 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 


Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ....... 
Myristyl-gamma-picolinium 

0.19 mg. 
Water for injection ........ q.s 


20 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 

20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
"Trademark, Reg. U.S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 


intra- 
articularly 


COPYRIGHT 1961, THE UPJOHN COMPANY 


Natural History of 


Asymptomatic Uremia 
Bacteriuria Hypertension 
LV 


“. . . the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephritis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated so well and sates locally—and yet the 
termination in uremia.”* 


in early childhood—“a potentially fatal warning sign”? 


The best opportunity to eradicate urinary tract infection (and prevent potentially disastrous 
sequelae) is the first opportunity—in the infant and young child. 


Furadantin—for a “cure” instead of a “chronic” 


“a prophylactic regimen of therapy is indicated. .. . The therapy could be compared to the 
prophylactic treatment of patients whose exacerbation of a rheumatic fever has been con- 
trolled.” § “Continuous prophylactic therapy with nitrofurantoin, at present, is our best modality 
for the treatment of chronic urinary tract infection.” * 


FURADANTIN DOSAGE FOR CHILDREN: Average dose is 5 to 8 mg. per Kg. (2.3 to 3.6 mg. per 
Ib.) in 4 divided doses daily. A prophylactic dosage of from 1 to 5 mg. per Kg. is recommended 
for long-term use.* After the infection has been controlled, urinalysis and culture’ at least twice 
a year are suggested.* 


SUPPLIED: Oral Suspension, 25 mg. per 5 cc. tsp., readily miscible with water, infant formulas, 
milk or fruit juices. Tablets, 50 mg. and 100 mg. 


REFERENCES: 1. Birchall, R.: Am. Practit. 11:918, 1960. 2. Stevenson, S. S.: J. Louisiana Med. Soc. 110:219, 1958. 
3. Marshall, M., Jr.: J. Kentucky Med. Assoc. 59:35, 1961. 4. Johnson, S, H., III, and Marshall, M., Jr.: J. Urol. 
82:162, 1959. 
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SWISS TESTS INDICATE DENTAL CARIES IN 


CHILDREN CAN BE REDUCED AS MUCH AS! 


84.8% WITH CONTROLLED USE OF SODIUM 


FLUORIDE TABLETS* 


IN YOUR PRACTICE, SUGGEST ... 


| KARIDIUM | 


FOR THE INDIVIDUAL SYSTEMIC CONTROL 
OF DENTAL CARIES IN CHILDREN 


tablet (8 drops liquid). 


* Hall, 


G.P. Dec. 1960 


Thousands of physicians and dentists are prescribing KARIDIUM for use 
in rural areas; in cities where community fluoridation has not begun; 
and for patients where rampant caries is a serious problem. It has 
also been used with success, prenatally. 
For HOME FLUORIDATION, one tablet (or 8 drops liquid Karidium) in a 
quart of water provides the recommended fluoride concentration — 
one part per million. Karidium may also be used with fruit juices, 
milk, formula or taken as other solid medication. 
Chemically pure sodium fluoride is the active ingredient in a 1.5 nis 
Each tablet or 8 drops liquid yields 1 mg. 
fluoride ion. (Karidium is not indicated in a strict salt free diet.) 
Parents should be instructed that sodium fluoride should be taken 
mee conscientiously throughout the period of tooth formation for maximum 
= reduction in tooth decay. 

Complete schedules, literature and clinical samples available. Karidium 
is patented in U.S.A. and Canada. 


%, Supplied: Tablets, bottles of 180 and 1000. 
: mg 60 cc. plastic dropper bottles. 


, Family Doctor & Preventive Dentistry” 


The LORVIC Corporation 


3 EASTON AVE. ® ST. LOUIS 12, Mo. 


Canada: Professional 


Corp., Montreal 26, Quebec 


Far East: Dreyer & Co., Ltd., 201 Alexandra House, Hong Kong 


LEADERSHIP PROBLEMS 


Parents’ feelings are an important part of 
any group educational experience, but 
the intensity of feelings of parents of 
disabled children present some leader- 
ship problems which are not unique to 
these groups but appear in exaggerated 
form. Once the dam of pent-up feelings 
gives way, it is often hard to stop the 


flow. How long should the leader al- 
low the talk to continue in this vein? 


How much do the parents have to “get 
off their chests” before they can begin to 
look at the meaning of these feelings and 
learn to handle them better? When is it 
wise to help them out of the morass of 
emotions, so that they will not get stuck 
and only feed each other’s self-pity? 
How can one do this without cutting 
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them off before their feelings are fully 
relieved? 

The answers to these questions depend 
on the leader’s sensitivity to the reactions 
of the individuals in the group and on his 
judgment of the impact on them of the 
group interplay. He also makes use of 
his social casework knowledge of how 
and when to further a client’s movement 
toward new insight. 

Some group leaders with a background 
of social casework became uneasy when 
the parents spilled over their strong and 
often hostile feelings. Although they 
were prepared to handle such outpour- 
ings in a casework interview, they were 
afraid they might not be able to handle 
them in a group. As they gained more 
experience and worked on the problem 
with their child study consultants, they 


found that these outpourings, like any 
other material presented by the parents, 
could be discussed within the group and 
used to good advantage, even though dif- 
ficult moments might occur. They dis- 
covered too that the situation is often 
eased by the spontaneous, self-regulating 
dynamics of the group; that the members 
themselves pull away when the impact 
of the discussion is too heavy and often 
support and reassure a parent who may 
be revealing too much. They found too 
that the leader can step in when neces- 
sary, to put the parent’s revelation into 
a more impersonal framework, by univer- 
salizing it with a sympathetic comment 
or directing the discussion into some 
other, more general, area. 

These parent groups have exhibited 
considerable variation in mood. In some, 
the mood apparently stems from the 
chance combination of personalities, but, 
in others it seems to be related to the 
nature and severity of the children’s dis- 
ability. For example, the meetings of a 
group of parents of severely cerebral- 
palsied and mentally retarted young 
adults were noticeably depressed in tone. 
These parents had lived with their chil- 
dren’s problem for 20 years or more and 
saw no hope of improvement. 

The leader of a group like this faces 
the danger of .becoming caught up in 
similar feelings. He can, however, guard 
against this and try to help the parents 
talk not only about their heartaches and 
problems but also what they have accom- 
plished for their sons and daughters and 
for themselves. 

Helping parents examine their suc- 
cesses as well as their failures is basic in 
all parent group education. In groups 
where the parents face especially tragic 
situations the attitudes reflected in the 
group tone are often fixed and hard to 
shift. The group works slowly as though 
in low gear. Yet a skillful leader who 
makes full use of group support and 
sympathetically encourages the parents 
to look at different facets of their expe- 
riences, can help the parents achieve an- 
other perspective and, sometimes, a little 
break in mood. Such groups, however, 
might be encouraged to meet for more 
sessions, and their members should per- 
haps be offered periodic casework con- 
tacts. 


MIXED GROUPS 


Other variations in group movement are 
found in groups composed of parents of 
children with different disabilities or chil- 
dren who have a similar disability but a 
wide range of impairment. The basis for 
these parents coming together is that 
they share the common experience of 
having a handicapped child, but differ- 
ences in the nature or degree of the 
child’s handicap may set each family off 
in a separate category. Even in groups 
built around a common label, such as 
mental retardation or orthopedic handi- 
caps, parents often become preoccupied 
with the fact that their child is much 
more (or less) disabled than the children 
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Natural History of Pyelonephritis 


Cystitis” a Pregnancy Asymp — Uremia 


LV Failure 


“... the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephritis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated so well and often locally—and yet the 
termination in uremia.” 


the child-bearing age—a second major stage for urinary 


tract infection “The fact that the many cases of chronic and finally, lethal, upper 


urinary infections in women begin or recur during gestation is especially challenging.” * “We 
now believe that all prepartum women should have one quantitative urine culture as part of 
their medical management.” * 


Furadantin—when pregnancy initiates (or activates) 
urinary tract infection In a study of 104 pregnant women with urinary tract 


infections: “FURADANTIN was highly effective in the treatment of these infections during all 
stages .. . and frequently offers the best chance of effecting a clinical cure.” 4 


FURADANTIN DOSAGE DURING PREGNANCY AND THE PUERPERIUM: The average dose is one 
100 mg. tablet 4 times daily, given with meals and with food or milk on retiring, to prevent 
nausea. For acute, uncomplicated infections, 50 mg. q.i.d. may be administered. If improve- 
ment does not occur in 2 or 3 days, increase dosage to 100 mg. q.i.d. 


SUPPLIED: Tablets, 50 mg. and 100 mg. Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: 1. Birchall, R.: Am. Practit. //:918, 1960. 2. Benson, R. C., and Mitchell, J. C.: Clin. Obstet. Gynec. 
1:97, 1958. 3. Favour, C. B.: Southern Med. J. 54:848, 1961. 4. Nesbitt, R. E. L., Jr., and Young, J. E.: Obstet. 
Gynec. (N. Y.) 10:89, 1957. 5 
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A 
SAFE 


APPROACH 


IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


S D Laboratories 


DEPT 106 


12850 MANSFIELD 


DETROIT 27, MICHIGAN 


of the other group members. Whether 
they are deeply envious of the other 
parents or relieved at their own favor- 
able situation, their awareness of the dif- 
ferences makes it hard for them to see 
and share their common problems and 
so to learn from one another. These 
groups too work at a slower pace and 
require unusually sensitive leadership. 
Experience so far suggests that parent 
groups function more effectively if they 
focus on children whose disabilities are 
fairly similar and who are within a de- 
fined age range. However, in groups of 
parents of the handicapped, the age 
range of the children can be wider than 
in groups of parents of well children, 
who follow a developmental timetable 
much more closely. More experimenta- 
tion is needed before one can begin to 
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assess adequately the advantages and dis- 
advantages of homogeneity and of prob- 
lems in these parent groups. 


LEADERSHIP TECHNIQUES 


All parent groups require a flexible and 
creative use of group leadership tech- 
niques to meet the needs of the particu- 
lar parents in the group. The charge of 
parent group education under any cir- 
cumstances is to use these skills to fur- 
ther the parents’ total understanding of 
their children, of themselves as parents, 
of parent-child relations, and of the in- 
terplay between the family members. 
With parents of handicapped children 
there is the added factor of the handi- 
cap and its effect on all the family, as 
well as on the disabled child. But the 
approach to these parents involves the 


same goals and techniques as to other 
parent groups, consciously applied to 
their special needs. 

Social workers are especially well 
equipped for leadership of these parent 
groups as they bring to the task a rich 
background of knowledge and experience 
with individuals and families and a keen 
understanding of the dynamics of behav- 
ior. Those who have participated in the 
training projects have also brought a 
thorough knowledge of the specific dis- 
abilities involved and their implications 
for children, though they have not al- 
ways seen the children clearly against 
the background of normal child develop- 
ment. Sometimes out of eagerness to see 
that the children are helped to develop 
as far as possible, they have overlooked 
their emotional needs as children. Some 
have found it difficult to maintain a bal- 
ance of empathy and have tended to 
identify either with the parents or with 
the children. 

At first some of the social workers 
were preoccupied with and somewhat 
fearful of the group approach. As a re- 
sult, at times they failed to recognize the 
way in which they were already carrying 
out the objectives of the program in bas- 
ing their leadership on social work con- 
cepts, adapted to the group and directed 
along broadly ‘educational lines. In time, 
however, they came to realize this and 
their leadership skills developed with a 
new spurt. 

Several social workers have reported 
that the program has sharpened their 
casework skills by sensitizing them to lis- 
tening more thoughtfully for the deeper 
concerns of parents of the handicapped. 
They have also said that they now rec- 
ognize more clearly that these parents 
are able, within a guided group experi- 
ence, to develop strengths which they 
can consciously use to help their handi- 
capped children. 


1, Auerbach, Aline B.: Group participation in 
expectant-parent classes. Children, May-June 
1958. 


Large accident toll in 
the vacation season* 


Accidents take a heavy toll of life 
throughout the year but the number is 
especially large during the usual vaca- 
tion season—June through August. Dur- 
ing this three-month period each year, 
about 25,000 people in the United States 
are killed in accidents of various types, 
an average of about 270 a day. The unfa- 
vorable record for these summer months 
reflects to an appreciable extent the in- 
crease in drownings resulting from the 
greater participation in recreational ac- 
tivities, such as swimming, playing in 
and near the water, and boating. 

The incidence of motor vehicle acci- 
dent fatalities is considerably higher in 
the summer than in the earlier months of 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, May 1961. 


Natural History of Pyelonephritis 


“Pyelitis” of Pyel 
Pregnancy 


“, .. the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephritis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated so well and often locally—and yet the 
termination in uremia.”* 


during the middle and later years—relapse, reinfection, | 


renal failure « os the physician treating a patient with established chronic et 
tract infection faces a grave problem of management.” ? 


Furadantin—to preserve function; to prolong life 


“, .. certain patients with renal insufficiency derived measurable benefit from prolonged nitro- 
furantoin treatment; as infection was suppressed their renal function improved. This effect was 
sufficiently pronounced to be considered an important ssi mga of the management of uremia 
accompanying chronic pyelonephritis.” * 
FURADANTIN DOSAGE IN LONG-TERM THERAPY: “With normal renal function, the dosage 
schedule of 50 mg. four times daily in adults gave urinary nitrofurantoin concentrations that 
usually exceeded 5 mg. per 100 mg. throughout the day. This level was thought to be sufficient, 
on the basis of bacterial sensitivity determinations.” * In refractory cases, 100 mg. qi id. oaty is 
recommended. 

SUPPLIED: Tablets, 50 mg. and 100 mg. Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: 1. Birchall, R.: Am. Practit. 21:918, 1960. 2. Jawetz, E., et al.: A.M.A. Arch. Intern. Med. 100:549, 
1957. 3. Lippman, R. W., et al.: J. Urol. 80:77, 1958. 
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headache... 


break the pain-tension-pain. cycle 
of sinusitis and rhinitis 


New to dependable Sinutab— 

but with augmented analgesic action— 

Sinutab with Codeine controls the pain- 
tension-pain cycle in severe, persistent 

frontal headaches and facial pain. Like 

Sinutab, Sinutab with Codeine effectively : 
i pressure and helps thee 


FORMULA: Codein phosphate 15 mg., ace 


HCI 25 mg.., Ephenyltoloxamine citrate 22 4 mg 
DOSAGE: 2 ta initially, followed by 1 or 2 tablew™ 

every 4 fours 
PRECAUTIONS: Sinutab with Codeine 
with caution in the pres- 
ence. of mypertension, hyperthyroidism 
@iapetes. Codeine phosphate may 
phenyltoloxamine cit- 
if 


i@eeause drowsiness. 
fo Federal Narcotics Regulations. 
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THE 
ORAL 
ANTIANEMIA 
THERAPY 
THAT 
CAN BE 
GIVEN 
ON AN 
EMPTY 
STOMACH 


Delivers 88% of its controlled release iron after the first half-hour 


Result: less iron in the stomach, less gastric irritation 


In view of the multiple factors which can adversely af- 
fect iron absorption, it has been stated that, ‘‘. . . thera- 
peutic iron should be given on an empty stomach.”! 
But, in the past, this meant a greater incidence of side 
effects such as nausea, abdominal pain, diarrhea or con- 
stipation, and even heartburn. 

Iberet solves this problem by a smoothly controlled 
release of the major portion of its iron content after it 
leaves the stomach. Maximal release occurs where it 
can do the most good—in the intestinal tract—reducing 
the incidence and severity of gastrointestinal upset 
without impairing the therapeutic efficacy. [beret is ex- 
clusively formulated with the Ferrous Sulfate in Gradumet 
form so that it can be given on an empty stomach. 

The importance of the B-complex? and ascorbic acid 
to all cellular metabolic functions has been pointed out.* 
For this reason, therapeutic B-complex plus vitamin C 
are added to the Iberet formula to obtain maximal 
hematopoiesis in the shortest possible time. 


In this half, 525 mg. 

of ferrous sulfate are 

provided in the 

ingenious Gradumet 

vehicle—engineered 

to deliver maximum 

release after the tablet 
is out of the stomach. 


Here, to help 

insure maximal 
hematopoiesis, is 
therapeutic B-complex 
plus 150 mg. of 
vitamin C. 


Just one Iberet Filmtab® a day supplies potent anti- 
anemia therapy—provides approximately the same 
hemoglobin response as ferrous sulfate given two or 
three times a day. Give Iberet at any time of day or 
night, even on an empty stomach. Iberet delivers most 
of its iron when and where it’s best used—in the intestine. 


JUST ONE DOSE DAILY PROVIDES: 


Controlled-Release Iron 
(Elemental lron—105 mg.) 


Plus Therapeutic B-Complex 


Cobalamin (Vitamin Biz)..................... 25 mcg. 
Pyridoxine 5 mg. 
Calcium Pantothenate ....................... 10 mg. 
Plus Vitamin C 

150 mg. 


NOTE: Filmtab* Fero-Gradumet™ with 105 mg. of Elemental Iron 
only, in long-release dose form, is also available. 


!Woodruff, C.W., “Iron’’; Borden’s Review of Nutrition Research, 20:61, 1959. 
2Vilter, R.W., “Rssential Nutrients in the Management of Hematopoietic 
Disorders of Human Beings’; Am. J. Clin. Nutrition, 3-72, 1955. 
*Brown, M.J., “Nutritional in Surgery”; 
Clin. North America, 34-1239, 1 

*In controlled-release dose fo: 

Filmtab—Film-sealed tablets, "Abbott: U.S. Patent No. 2,881,085. 
Iberet—Vitamin B-Complex, Vitamin C, and Controlled- Release Iron, Abbott. 
Fero- ae Sulfate in Controlied-Release Dose Form, Abbott. 
TM—Trademark 110021 
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Filmtab® 


Geriactive with Gérilets’ om 


Geriatric Supportive Formula, Abbott 


He’s crossed a somewhat arbitrary point in life over 
into what’s been dubbed “‘the geriatric years.’’ In 
many ways, though, you’d never really know it. (Not 
to suggest that he’d seriously consider following the 
elusive current leading to Easter Island.) 

But, he is nonetheless busy. He works... has 
hobbies... keeps up with the world around him. 

And one way for you to help keep your geriatric’s 


attitude optimistic, rather than diffident, is through 
Filmtab Gerilets. For, with Gerilets, you’re prescrib- 
ing dietary and therapeutic support which can con- 
tribute towards: improving functions illness or age 
have impaired—toning up the patient’s appetite— 
brightening his overall outlook. 

Dosage? Easy. Just a single, tiny pleasant-to-take 
Gerilets Filmtab a day. 


B-Complex Vitamins 
Thiamine Mononitrate (B1) 5 mg. 
Riboflavin (B2) .............. 5 mg. 
Pyridoxine Hydrochloride 

20 mg 
Calcium Pantothenate....... 5 mg 


Oil Soluble Vitamins 
Vitamin A.... 1.5 mg. (5000 units) 
Vitamin D... 12.5 meg. (500 units) 


ONE GERILETS FILMTAB PROVIDES: 


Vitamin 66 10 Int. units Factors 

Hematopoietic Factors Betaine Hydrochloride 

Cobalamin (Vitamin Biz)... 5 meg. !nositol............ 50 mg. 
Ferrous Sulfate, USP....... 75mg. Anti-Depressant 

(representing 15 mg. elemental iron) 1 mg. 

*Folic Acid. 0.25 mg. (Methamphetamine Hydrochloride, Abbott) 
Capillary Stability Hormones 
Ascorbic Acid (C)..........% 50 mg 0.3 mg. 
12.5 mg. (Piperazine Estrone Sulfate, Abbott) 
(Quercetin, Abbott) Methyltestosterone........ 2.5 meg. Bs 


*FOLIC ACID DOES NOT CONTROL THE NEUROLOGICAL SYMPTOMS OF PERNICIOUS ANEMIA. 107019 FILMTAS—FILM.SEALED TABLETS, U.S. PAT. 2,601,085 
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the year—a consequence, in part at least, 
of the greater amount of automobile 
travel during the vacation period. The 
toll varies within the summer period; in 
1957-58 it ranged from an average of 
103 deaths a day in July to 116 a day 
in August, which compared with an aver- 
age of 88 fatalities a day in February 
and March. The entire increase in motor 
vehicle accident mortality in the sum- 
mer represents the added number of 
deaths among drivers and _ passengers. 
Accidents involving pedestrians are at a 
low level during this season, when the 
hours of daylight are greatest. 

With the advent of warmer weather, 
drownings in the United States rise 
rapidly in frequency and become a major 
accident hazard. In 1957-58, drownings, 
exclusive of those in water transport, 
took a daily average of 31: lives in June 
with a peak of 35 in July. These fatalities 
accounted for about one eighth of the 
total accident mortality in those two 
months. The mortality from water trans- 
port accidents—mainly drownings in 
small boat mishans—likewise is most 
prominent during the vacation season. 

The summer rise in fatal injuries re- 
sults not only from greater participation 
in sports and recreation but also from 
increased occupational activity. The fre- 
quency of machinery accidents, for ex- 
ample, begins to rise in the spring and 
reaches a peak in the summer and early 
autumn, paralleling the greater use of 
tractors and other outdoor mechanical 
equipment. Similarly, fatal injuries due 
to electric current show a marked up- 
swing in the summer, mainly because of 
the greater amount of outdoor work 
which brings men into contact with elec- 
tric lines. 

Lightning is another summer hazard, 
Although the mortality from this cause 
has been greatly reduced, there are still 
from 100 to nearly 200 victims annually 
—a greater loss of life than from torna- 
does or floods in most years. 

The mortality from accidental falls as 
a whole varies but little from one season 
to another, but falls from one level to 
another are appreciably more frequent in 
the summer than in the spring or winter. 
This increase is associated with the 
greater incidence of falls out of windows 
and off roofs, trees, and cliffs, and with 
a greater number of diving accidents— 
these being classified as falls. 

Data on the seasonal incidence of non- 
fatal injuries and on the associated dis- 
ability are available from the current 
U. S. National Health Survey, which col- 
lects its facts in household interviews; 
the figures thus relate to the noninstitu- 
tional civilian population. Both the num- 
ber of injuries and the amount of dis- 
ability are at a peak during the third 
quarter of the year. In the July-Septem- 
ber period of 1959 there occurred about 
13% million injuries involving either 
medical attention or restriction of ac- 
tivity. Such injuries accounted for nearly 
64 million days of restricted activity and 
for more than 19 million days of bed 
disability in that quarter of the year. 
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WEIGHT LIFTING 
CHAMPIONS 


sustained medications 


for obesity control 


one dose daily curbs appetite 
brightens mood, eases tension 


Help lift excess weight from obese patients 


with one daily dose of either Dexalone 
Dura-Tabs or Dexatal Dura-Tabs. These 


classic, well tolerated forms of modern sustained 
medications* curb appetite, lift the mood and 
help keep patients faithful to your diet all day long. 
In addition, Dexatal Dura-Tabs gently allay 


nervousness and insomnia. 


Phenobarbital 
Dextro-Amphetamine (warning —may be 
sulfate ! : Specify Dexalone Dura-Tabs 10 or 
15 or Dexatal or 
DEXALONE 10 required. Economical bottles of 30, 
10 mg. 
DURA-TABS me 100 and 250 tablets. 
DEXALONE 15 Samples and literature? Write 
15 mg. = 
DURA-TABS Wy N N 
DEXATAL 10 
CORPORATION 
Lancaster Ave. at 51stSt., Philadelphia 31, Pa. 


New directions in medical care* 


Herman E. Hilleboe, M.D. 
Commissioner of Health, State of New York 


Of all the real and moving issues in our 
field, one transcends all others. That issue 
is the provision of high quality medi- 
cal care in New York State. It is inevita- 
ble that we in public health concern our- 
selves with this problem bécause nothing 


*Reprinted by permission of Dr. Hilleboe and | 


Health News from Health News, published by 
the New York State Department of Health, 
August 1961, 


so affects the health of a community as 
the level of medical care available to all 
of its people. 

During the last year a great deal of 
health history has been made. Congress 
has debated vital issues concerning medi- 
cal care and how it shall be administered. 
The Kerr-Mills Bill is now law. It aims at 
providing medical care to those over 65 
unable to pay for it. Meanwhile, federal 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infec- 
tions—150 mg. four times daily. Severe infections— 
Initial dose of 300 mg., then 150 mg. every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 
to 6 mg.) per pound body weight per day—divided 
into four doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day 
—divided into four doses. 


sinusitis 


_ infections 


antibiotic therapy with an 


PRECAUTIONS — As with other antibiotics, pEcLo- 
MYCIN may occasionally give rise to glossitis, stomatitis, 
proctitis, nausea, diarrhea, vaginitis or dermatitis. A 
photodynamic reaction to sunlight has been observed in 
a few patients on DECLOMYCIN. Although reversible 
by discontinuing therapy, patients should avoid expo- 
sure to intense sunlight. If adverse reaction or idiosyn- 
crasy occurs, discontinue medication. 


Overgrowth of nonsusceptible organisms is a possibility 
with DECLOMYCIN, as with other antibiotics,and demands 
that the patient be kept under constant observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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added measure of protection 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
against relapse—up to 6 days’ activity on 4 days’ dosage 


against secondary infection—sustained high activity levels 


against “problem” pathogens—Ppositive broad-spectrum antibiosis 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


| 
| 
| 
| : 
| 
; 
| 
| | 
| 
i| | 
| 
j 
{ 
> 
| 
: 
| 
| 
| 
® 
| 
A 
| 
| 
| 
4 
| 


to soothe, protect, 
lubricate, and stimulate healing in 


rash e chafing « irritations 
lacerations ulcerations burns 


DESITIN OINTMENT... 
the pioneer external cod liver oil therapy for 
care of the skin in every member of the family 


Request samples from... DEGITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. 1. 


ALSO AVAILABLE 


DESITIN HC OINTMENT with Hydrocortisone (14% or 1% Hydrocortisone) 
... anti-inflammatory, anti-pruriiic steroid ent uiiceu by the soothing, healing 
Desitin formula to control inflamed, itchy, eczematous and allergic skin 


conditions. 


legislation is pending that would tie na- 
tional health insurance for the aged to 
the Social Security System. 

We are witnessing in all this an excit- 
ing evolution in the medical and social 
philosophy of our nation. Issues have 
been earnestly debated. Much of the de- 
bate has raged about the questions of 
control and financing. But for the average 
American who gets sick and faces a big 
hospital and doctor bill, the issue of con- 
trol is relatively unimportant. He is not 
too interested in who controls medical 
care in this nation. He is interested in 
getting well again and getting his doctor 
and hospital bills paid without sinking 
too deeply in debt. 
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We in the health field would do well 
to keep this fact in mind. I say this be- 
cause the only reason I can see for the 
$35 billion a year health business in the 
United States is to help the sick get well 
and to keep the well healthy. Any medi- 
cal care system that is in any way detri- 
mental to this purpose needs changing 
fast. 


THE ROLE OF PUBLIC HEALTH 


Mammoth and complicated events are 
transpiring today in the medical care 
field. Those of us in public health need 
to ask: What should be our role? And 
when we have defined it in terms of the 


average citizen’s main interest in the 
matter, then we need to ask: How can 
we assume this role? 

Several decades ago, an outstanding 
jurist named Benjamin R. Cardozo helped 
his profession, the law, undergo some 
similar soul searching. He stated the issue 
so succinctly that I will adopt his state- 
ment as a starting point. He said: “The 
law of our day faces a twofold need. The 
first is the need of some restatement that 
will bring certainty and order out of the 
wilderness of precedent. . . . The second 
is the need of a philosophy that will 
mediate between the conflicting claims of 
stability and progress, and supply a prin- 
ciple of growth.” 

A wilderness of precedent.” That 
fairly describes our system of providing 
medical care today—a philosophy that 
mediates between the claims of stability 
and progress and offers “a principle of 
growth.” Isn’t this what we are search- 
ing for? 

Crusty precedent has dictated that the 
responsibility for preventing illness and 
for curing it be divided: public health 
for the former, private medicine for the 
latter. But that fallacy has finally been 
shattered, first by various official utter- 
ances of both groups and, second, by 
scattered but highly successful working 
arrangements which merged the two goals 
functionally. Today no medical scholar 
seriously argues that there is any remain- 
ing advantage in making prevention and 
cure separate functions. And yet the ver- 
bal and bitter residue of that original 
distinction still bedevils our efforts at 
fusing these two great tasks of medicine. 

Where we seem to be bogged down to- 
day is not in the mutual recognition of this 
oneness. We seem most stumped by the 
question: Who shall assume leadership 
if we merge our functions? And there we 
stop. We lack, as Cardozo put it, “a prin- 
ciple of growth.” 

Before we begin our search for a prin- 
ciple of growth, I would like to present 
a brief look at the people who have the 
most vital stake in the matter, New York’s 
residents. Our State’s population in 1960 
was 16,782,304. This is a 13.2 per cent 
increase over 1950. In ten years the Up- 
state population has increased from 46.8 
to 53.6 per cent of the total State popu- 
lation. The Upstate population has gone 
up 29.7 per cent while New York City’s 
population has gone down 1.4 per cent. 
This is the trend. 

Now what about these people? Today 
many of them know what good medical 
care can mean to their families and are 
demanding more care and better care. 
Information media have done an effective 
job in the medical. field. People are be- 
ginning to look at themselves and their 
medical problems. 


CURRENT MEDICAL PROBLEMS 


Two large groups in our population with 
heavy medical demands depend mostly 
upon others for their care: the children 
and the aged. Both groups have in- 
creased considerably between 1950 and 
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| if itis 
a muscleitis or 
bursitis 

: itis 
Sigmagen’ 
responsive 


For six years in the vast muscle-itis and bursitis 
areas where analgesics fail to provide adequate 
relief, SigmaGEN has offered greater certainty of 
clinical success. 

SIGMAGEN provides a conservative, in-between level 
of therapy — far more capable than analgesics, yet 
not approaching high steroid dosage levels. 

Your use of SiGMAGEN will swiftly allay the pain and 
quiet the inflammatory processes in mild rheuma- 
toid arthritis, bursitis, myositis and fibrositis. 
Meticorten® (prednisone) 


the classic steroid therapy 0.75 mg. 
Acetylsalicylic acid 

for anti-inflammatory-analgesic action............ 325 mg. 
Aluminum hydroxide 

buffering for better toleration 75 mg. 
Ascorbic acid 

anti-stress 20 Mg. 


For complete details, consult latest Schering literature 
available from your Schering Representative or Medical 
Department, Schering Corporation, Bloomfield, New Jersey. 
Bibliography: 1. Cohen, A., et al.: J.A.M.A. 165: 225, 1957. 
2. Spies, T.D., et al.: J.A.M.A. 159: 645, 1955. 3. Moravec, 

C.L. and Moravec, M.E.: Clin. Med. 7:2322, 1960. 4-387 


corticoid analgesic compound 
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1960. Those under 18 have increased 
37.6 per cent; those 65 years and over 
have increased 34.1 per cent. Meanwhile, 
those between the ages of 18 and 65, our 
principal producers and reproducers, have 
increased only 6.8 y--r cent. 

People have been moving away from 
rural areas and from large cities; the 
counties near our large urban centers 
have been sopping up the emigrants from 
the farms and big cities. 

All these population changes have deep 
implications for our State’s economy, our 
people’s health and the problems of edu- 
cating our young. If money spent for 
health lags too far behind the pace set 
by a growing and mobile population, if 
the obvious demands of education crowd 
out the more subtle needs of health, the 
economic effect can only be -adverse in 
the long run. This “crowding out” is al- 
ready happening in many states. 

I mention all these factors because 
planning for medical care is sound only 
when you bear in mind two things: the 
characteristics of the population to re- 
ceive the care, and reliable projections of 
population trends. 

The broad goals in planning are sim- 
ply: to provide the best care possible, 
when and where it is needed, and at a 
price that families can afford. Some peo- 
ple can afford nothing. We need to know 
who they are and where they are. Others 
can pay on a spread-out prepayment or 
post-care basis. We need to know the 
facts about them as well. 


DISTRIBUTION OF INCOME 


One thing that needs to be examined 
more closely is the distribution of income 
levels in our population. This information 
is closely related to the medical care 
problem. Broadly, we can identify three 
income levels, the wealthy, the poor, and 
the in-between. The wealthy can obvi- 
ously manage their own medical care 
costs. The poor require extensive help 
from community resources. 

The largest segment of the problem 
today is the “in-betweeners,” the families 
whose income is in the middle range. A 
large segment of this group we label the 
medically indigent. These families keep 
their financial heads just above water 
during a short illness. But when serious 
or long-term illness strikes one of their 
number, they quickly go down unless 
they are rescued by government or by a 
charitable enterprise. 

In 1961 the public’s idea of public 
health certainly includes medical care. 
This is especially true in a state as so- 
cially and economically advanced as New 
York. Public health involvement in medi- 
cal care is not new. Medical care was the 
founding mandate of the United States 
Public Health Service in 1798, over a 
century and a half ago. 

Today in New York State, there is a 
solid base of public support for official 
health agency involvement in medical 
care. This is evidenced by the continuing 
and increasing financial support by state 
and local government for such health 
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relaxing, restful sleep 


without barbiturates, bromides or narcotics 


for the uncomfortable patient for the distraught patient 


> 


for the overtired patient 


SOMINEX contains no barbitu- 
rates, bromides or narcotics. It is 
designed specifically as a bedtime 
sedative, and should not be used 
as a daytime tranquilizer. 

In SOMINEX, the safe sedative 
action of methapyrilene is 
enhanced by scopolamine and 
salicylamide. The total effect is 
one of safe sedation without 
hang-over or danger of habitu- 
ation. No prescription is required. 


THE SAFE SOMNIFACIENT 


Each SOMINEX tablet provides: 
Methapyrilene HCl, 25 mg.; sco- 
polamine aminoxide HBr, 0.25 
mg.; salicylamide, 200 mg. Dos- 
age: 2 tablets one-half hour be- 
fore retiring. Some patients will 
require only one tablet. Supplied: 
vials of 18 tablets. 


For a complimentary supply, 
please address your request to: 
Dept. SB, J. B. Williams, Inc., 711 
Fifth Avenue, New York, N.Y. 


services. Elected officials are sensitive to 
the needs and attitudes of people; the 
size of their appropriations is an excellent 
barometer of public sentiment. 

In the last 20 years, the role of public 
agencies in health has broadened nation- 
ally, state-wide and locally. More than 
two billion dollars of tax money have 
been spent nationally on the construction 
of hospitals, health centers and related 
facilities. 

A myriad of experts is needed to carry 
out the intricate techniques of modern 
medical science in these facilities. For 
this reason, millions of dollars more in 
federal and state funds have been spent 
to train persons in the health professions. 

Public financing of medical care to se- 
lected groups in the population has gone 
ahead in an orderly way. We now give 


care to the handicapped, the tuberculous, 
the mentally ill, the chronically ill and 
many others. A new class of eligibles, 
the aged, is just being added. The aged 
have every conceivable type of disease 
and disability, unfortunately in great 
quantity. 

This adding on of new groups of the 
sick to programs of public medical care 
quite understandably has resulted in 
piecemeal and patchwork administration. 
Haphazard organization has become a 
prohibitively expensive luxury in this age 
of high-cost medical care. This is why 
the demand has spontaneously become 
more insistent and vocal for efficient and 
economical organization of our medical 
services on a state-wide basis. This is 
why we must act soon. The public and 
the professions alike are turning for 
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measurable benefits 
in edema and hypertension 


pore to 180/94 mm. me (Esidrix was g 


plus more built-in potassium protection 
than any other diuretic-antihypertensive 


Esidrix-K 


50/1000 Tablets 
Supplied: ESIDRIX-K 50/1000 Tablets (white, 2 


coated), each containing 50 mg. Esidrix and 
1000 mg. potassium chloride (equivalent to 524 mg. potassium). 


Also available: ESIDRIX-K 25/500 Tablets (off-white, coated), 
each containing 25 mg. Esidrix and 500 mg. potassium chloride. 
ESIDRIX Tablets, 50 mg. (yellow, scored) and 25 mg. (pink, scored). 


For complete information about Esidrix and Esidrix-K 
(including dosage, cautions, and side effects), see current 
Physicians’ Desk Reference or write CIBA, Summit, N. J. 


ESIDRIX®@ (hydrochlorothiazide CIBA) 
SINGOSERP® (syrosingopine CIBA) : C I B A Summit, N. J. 
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guidance to state and local agencies 
whose sole purpose is the health of all 
the people. 

Official health agencies in New York 
and other states have been responding to 
this need. They have the talents and 
tools to tackle the unsolved problems of 
medical care. But to do this, they have 
to be brought into the planning early 
enough to mobilize their resources and 
to prepare for larger future responsi- 
bilities. 


MEDICAL CARE TODAY 


Medical care today amounts to far more 
than the doctor caring for his patient in 
the home, in the office, and occasionally 
in the hospital. Good medical care in- 
corporates everything known to medical 
science and should include . preventive 
medicine and public health. It involves 
general practitioners and specialists, gen- 
eral nurses and specialized nurses, social 
workers, sociologists, hospital administra- 
tors and epidemiologists. These are only 
a few examples of the special skills re- 
quired. It calls for a whole range of 
ancillary technicians from blood groupers 
to electroencephalographers. 

Facilities and community resources in- 
clude general hospitals, special hospitals, 
outpatient clinics, group practices, nurs- 
ing homes, rehabilitation centers, work- 
shops for the disabled, and organized 
care for the sick right in their own 
homes. Laboratories do countless varie- 
ties of tests from urinalyses to blood 
fractionations, from rapid examination of 
suspected tissues in the operating room 
to searching for viruses in the circulating 
blood. 

To all this, add service, research and 
training activities at the various medical 
care facilities, sprinkle generously with 
dozens of medical specialists and for 
flavor supply a few cryptic medical terms 
for the patient to overhear at his hospital 
bed. Let all this simmer and stew for 
awhile in the patient’s head. Do we 
wonder why patients are often utterly 
confused and depressed by the medical 
tornadoes that swirl around their heads 
in the hospital? The situation is often 
confusing to medical workers themselves. 

The inevitable result of this confusion 
will be unbelievable waste unless public 
health administrators accustomed to work- 
ing in the community as a whole begin 
fitting together the scattered pieces of 
this giant puzzle. Medically trained and 
experienced administrators are to be found 
today in the larger official health agen- 
cies. From their vantage point, they see 
the pieces of the problem as well as the 
problem itself. They have no vested fi- 
nancial interest in the services provided. 

These skilled administrators are con- 
cerned primarily with preventing illness 
and, when that is not possible, with 
minimizing its ill effects or preventing 
its progression. Sooner or later, these 
public health specialists will be brought 
into the medical care picture. I say: Why 
not sooner, when they can do the most 
good? 
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. new infant formula 
nearly identical to mother’s milk’ in nutritional breadth and balance 


Enfamil 


Infant formula 
Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 
institutional study.? Stool frequency was low, and stool consisteney was intermediate be- 
tween the extremes of firmness and isang 


1. The Composition of Milks, Publication 254, National Acad: of Sciences and National Research Council, Revised 


1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 


7 Mead Johnson 
Laboratories 


Symbol of service in medicine 


© 1961, BY MEAD JOHNSON & COMPANY 


THE OFFICIAL HEALTH AGENCY 


These official health agencies operate 
IN PLANNING 


extensive medical care programs of their 
own, programs headed up by specialists 
in every field of physical or mental ill- 
ness and disability. These experts enjoy 
equal status with their colleagues in pri- 


Why should official health agencies take 
a leading role in planning and providing 


for medical care in New York State? 
Reason one is this: The Departments of 
Health and of Mental Hygiene have the 
greatest variety and concentration of 


medical experts of any of the state de- * 


partments. The same holds true for such 
agencies in counties and large cities. 


vate practice and in the voluntary health 
agencies. Their work has given them 
long and successful experience in settling 
differences of medical opinion among 
physicians and other licensed practition- 
ers, among hospital administrators, phar- 
maceutical groups and others engaged in 
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Julius Schmid, Inc. 
423 West 55th Street, New York 19, N. Y. 
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The Milibis® vaginal supposito 
is soft and pliant as a tampon. It offe 
proved therapeutic action* in an exception 
vehicle. The suppository is clean, odorless ar 
non-staining. The course of treatment of vaginit 
(trichomonal, bacterial and monilial) with Milibis is sho 
—only 10 suppositories in most cases. Milibis® vaginal suppositorie 
are supplied in boxes of 10 with applicato 


LABORATORIES 
New York 18, N.Y. | 


*97 per cent effective in a study of 564 cases; 
94 per eent effective in a study of 510 cases. |’ 


Milibis (brand of glycobiarso! 


Before prescribing be sure to censylt Winthrop’s 
literature for additional information about dosage, 
possible side effects and contraindications, 
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Greater relief with safety 
in Osteoarthritis 


_isnotprimarily 
inflammatory disease, 


Each uncoated yellow tablet contains: 


Salicylsalicylic acid 714 gr. (480 mg.) 


More effective than acetylsalicylic 
acid alone because the salicylsali- 
cylic acid provides sustained night- 
long and day-long relief of pain 
and stiffness—by virtue of its slow 
absorption.2; 3.4 

The therapeutic problem in 
osteoarthritis— (adequate relief 
without recourse to hazardous 
drugs)—is solved with Persistin 
in many patients. Potent anti- 
inflammatory drug side effects and 
narcotics are avoided. Unlike some 
anti-arthritic drugs, Persistin does 
not cause sodium retention. 
Persistin is well tolerated because 


Acetylsalicylic acid 214 gr. (160 mg.) 


salicylsalicylic acid is insoluble in 
gastric secretions and does not 
cause chemical irritation of gastric 
mucosa. Persistin is sodium free. 
Dosage: Four tablets (40 gr.) daily; 
one after meals and at bed time. Other 
salicylates should not be taken con- 
currently or salicylism may occur. 

Supplied: Bottles of 50 and 500 tablets 


1. Freyberg, R. H., in Meakins, J. C.: The Practice of 
Medicine, St. Louis, The C. V. Mosby Company, 1956, 
p. 1595. 

2. Everingham, D. J.: Calif. Clinician (Mar.) 1960. 

3. Denson, L. J., and Thompson, W. R.: J. Med. Soc. 
N. J. 57:314, 1960. 

4. Biegeleisen, H. K.: Med. Times 85:866, 1957. 


Sherman 


Detroit 11, Michigan 


medical care. Specialists in official health 
agencies have won the confidence of 
leaders in state and local medical so- 
cieties; many participate actively in the 
work of these societies. 

Furthermore, there are two important 
jobs in medicine done by official health 
agencies that are rarely done by other 
state agencies involved in medical care: 
Research and training. There is common 
agreement today that the best medical 
care is given by those agencies and insti- 
tutions that combine research and train- 
ing with service. 

Official health agencies in our State 
conduct extensive research in mental ill- 
ness, heart disease, cancer, cerebrovascu- 
lar disease and in many other chronic 
diseases that disable and kill. New 
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knowledge about disease control spreads 
more quickly when researchers, clinicians 
and medical administrators work side by 
side in the same organization. One of the 
big headaches of modern medical prac- 
tice is the well known lag between the 
gaining of new knowledge and its use. 
Here is a way to help close that gap. 
Another problem is the serious short- 
age of specially trained persons giving 
medical care. This can be overcome only 
by intensive and continued recruitment 
and training. Official-health agencies in 
New York recruit and train 12 months 
of the year. They use their hospitals and 
field stations to. give practical training 
to newly recruited personnel. Without 
these training activities, many community 
health and hospital services would have 


to be curtailed or even discontinued. 

Personnel skilled in all phases of medi- 
cal care are much too scarce to permit 
their needless duplication in competing 
state agencies. State-wide organization of 
medical care services is the only sensible 
and economical way to solve such diffi- 
culties. 


THE COMMON GOAL 


In the 14 years that I have served as 
Commissioner of Health in New York 
State, I have witnessed significant changes 
in attitudes between those in organized 
medicine and those in official health 
agencies. All of these changes point to a 
bright new era of good working relation- 
ships. 

Suspicions based on hoary traditions 
have given way to tolerance which in 
turn has developed into mutual trust 
and friendship. This has happened be- 
cause we have come to realize one im- 
portant truth: We need each other’s help. 
Time and again we have come to each 
other with our community health prob- 
lems and together we have worked out 
sound, acceptable solutions. Our legisla- 
tive interests have become mutual. We 
keep finding out that we are both striving 
for the same goal—to make whole com- 
munities of people healthier and keep 
them that way. 

Now the roughest stretch of road lies 
ahead of us. We have to bring together 
the resources of private enterprise and 
government to make medical care avail- 
able to all who need it at a price, through 
insurance or otherwise, that people can 
afford without dislocating the economic 
stability of families. 

I see this as no easy task. We have to 
work within a fluid framework of chang- 
ing federal and state laws, traditional 
medical views and practices and a legacy 
of badly fragmented public and private 
health services. Yet the job has to be 
done because people are just not going 
to hold still for anything less. We need 
to look for new relationships, new ways 
of doing old things. 


REORGANIZATION AND COORDINATION 


The financial and administrative aspects 
of medical care are not going to solve 
themselves. So let us look for a beginning 
point somewhere, a “principle of growth.” 
I believe the obvious place to look is in 
the area of governmental health services. 
If we can bring discipline to this huge 
operation, if we can reorganize it for the 
complex job of ensuring good medical 
care and get its members pulling in one 
direction, we will have made a beginning 
that will get us s6mewhere. If we suc- 
ceed in bringing order to the vast mono- 
lithic structure of governmental health 
services then the patterns we develop and 
the insights we gain will serve us as a 
reliable guide for the bigger job of en- 
suring sound health care to all of our 
citizens. It is certainly worth a try. 
Each major department in state gov- 
ernment concerned with human resources 
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gainst nausea 's dgctiil more effective or, for that matter, quite so safe as. 
gan. ; Tiben has only one demonstrable pharmacologic property: it blocks emetic 
mpulses, primarily by direct action at the chemoreceptor trigger zone (CTZ) of the 
medulla. Tigan thus stops active vomiting as effectively as it prevents nausea. There 
‘eno special precautions, no known contraindications for Tigan therapy. Specifically 
antiemetic, ‘Tigan is nota converted antihistamine, tranquilizer or sedative —and 


TIGAN 250-mg Gapsules-—so safe that it may be used with complete confidence 
as a routine “morning sickness” prescription in any pregnancy. Tigan 250-mg 
Capsules may also be prescribed with assurance in a wide range of other emetic 
situations where an antiemetic in oral dosage form is indicated. 

TIGAN Injectable —in pre- and postoperative nausea and vomiting and in any 
emetic situation where it is desirable to have rapid onset of antiemetic action or 
when oral administration is not practical. 

TIGAN Suppositories — especially indicated in pediatric practice. Offers full 
antiemetic potency, avoids the risk of extrapyramidal convulsive syndromes occasion- 
ally resulting from phenothiazine usage in children. Tigan Suppositories are particularly 
useful in children when oral administration is not feasible. 


TIGAN® Hydrochloride —4- (2-dimethylaminoethoxy)- 
N-(3,4, 5-trimethoxybenzoy!), benzylamine hydrochloride 
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THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be developed 
in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteepathic physicians for fellowship train- 
ing in the fields of general practice and certain 
specialties. 


In 1962, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 
in internal medicine. Training is to be taken 


MEAD JOHNSON & COMPANY 


in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic graduates 
of 1958, 1959, 1960, and 1961. Application 
forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be returned 
to the Association by May 1. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation solely 
to the provision of funds. 
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has sizable medical care programs: Edu- 
cation, Health, Mental Hygiene and So- 
cial Welfare. The Education Department, 
for example, has extensive programs of 
medical rehabilitation and school health. 
Other state agencies have imposing medi- 
cal responsibilities also: Workmen’s Com- 
pensation, Correction, Labor, Probation, 
the Youth Commission, and certainly the 
State Insurance Department. A few years 
ago we could see little connection be- 
tween health insurance and public health. 
Today their activities interlock in such 
diverse fields as hospital operations and 
automobile accidents. 

No major department working in med- 
ical care today has enough trained experts 
to do the job the way medical leaders 
think it should be done; vacancies con- 
front us on every side. Some departments 
lack modern facilities; others do not have 
enough facilities. Some operate central- 
ized programs; others decentralize their 
activities. Responsibilities are intermingled 
in too many instances. No department 
likes to give up any of its existing func- 
tions. Why? Because each large organiza- 
tion likes to be complete unto itself. This 
is a characteristic of big government. It 
is true in other states and in the federal 
government. I guess it is just the nature 
of massive bureaucracy to be like this. 

One successful way to bring these in- 
dependent departments together in their 
health work was through the Interdepart- 
mental Health and Hospital Council 
created by Governor Rockefeller in 1960. 
This Council was formerly the Inter- 
departmental Health Resources Board, 
whose precursor was the Interdepart- 
mental Health Council, established in 
1946. 

These interdepartmental groups have 
served as effective clearing houses for 
ideas and as a means of developing and 
executing joint enterprises, especially re- 
search. They have provided a common 
meeting ground for heads of departments 
with medical care responsibilities. Their 
accomplishments have been of permanent 
velue and their members work together 
exceedingly well. I have served on these 
Councils and Boards since 1947. It has 
been personally and professionally grati- 
fying to work with governmental leaders 
so dedicated to the conservation of hu- 
man resources. 

But we cannot expect the impossible 
from such a group. We cannot reasonably 
expect leaders of equal status to coordi- 
nate one another. Coordination usually 
means taking from one and giving to an- 
other and few governmental administra- 
tors willingly part with any of their pre- 
rogatives. Even the amputation of one 
little toe of jurisdiction can be excruciat- 
ingly painful. 

Watertight compartments of authority 
are characteristic of our present system; 
duplicating activities have a strong tend- 
ency to perpetuate themselves once they 
become established. All this will continue 
and be solidified unless basic reorganiza- 
tion takes place. Resistance to change is 
unusually strong among many of the 
top-level administrators in government. 
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Descartes summed it up neatly when 
he said, “The defects are always more 
tolerable than the changes necessary for 
their removal.” 


ANALYSIS OF NEEDS AND RESOURCES 


Providing good medical care is a job that 
transcends the prerogatives of any one 
department of government. We are going 
to have to stretch our imaginations enough 
to see clearly across departmental bound- 
ary lines if we expect to solve our 
public medical care problems. A new 
brand of adaptation is possible if it is 
coupled with the expectation of future 
benefits. Now, how shall this be done? 

I think this task can be accomplished 
only by the Governor’s Office with the 
aid of the Legislature. The job will re- 
quire careful analyses of the medical 
needs and resources of our State and 
a review of public attitudes towards 
medical care. 

Such a job is not for amateurs; neither 
is it a job for a casual committee of 
part-time experts. The stakes are too 
high. The decisions made may heavily 
influence the future growth of the State 
itself because its development is utterly 
dependent upon the health and produc- 
tivity of the people. 

The kind of approach I am talking 
about is the one Governor Rockefeller 
took in 1960 and has asked his Secretary, 
William Ronan, Ph.D., to carry out in 
reorganizing the Executive Branch of 
State government. Dr. Ronan has had 
varied and long experience in public 
administration, both in the State and 
Federal governments, and as former 
Dean of the Graduate School of Public 
Administration and Social Service at New 
York University. 

The accomplishments of Dr. Ronan 
and his staff in just two years have been 
really impressive. He and his staff have 
been eminently successful in finding new 
relationships among existing departments 
of state government. This work has re- 
sulted in more efficient and economical 
operations. 

I have discussed the need for reor- 
ganization of medical care services with 
Dr. Ronan and he fully appreciates the 
importance of the issue. He has already 
been helpful in making several changes 
that will improve health services in the 
Empire State. Several examples that come 
to mind are the State and Regional Hos- 
pital Review and Planning Councils, the 
transfer of the duties of the Hospital 
Survey and Planning Commission to the 
State Health Department, the compre- 
hensive rehabilitation centers and the 
transfer of water pollution policy and 
planning to the Water Resources Com- 
mission. 

In asking for Dr. Ronan’s guidance, I 
know that he must consider questions 
of priority and timing, for his purview 
must include all of the agencies in state 
government. Nonetheless, I believe the 
time has come for an extensive plastic 
operation on the structure and form of 
medical care services supplied by the 
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KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials, 


Chatham Pharmaceuticals, Inc. LU, ») 
Newark 2, New Jersey 
Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 
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Only the cold symptoms with 
HYCOMINE COMPOUND tablets 


For Complete Symptomatic Relief of Colds 


COMPOUND 


TABLETS 
a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 
each HycominE Compound Tablet contains: 


e antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) - 
and 1.5 mg. homatropine methylbromide] 
e antihistaminic — 2 mg. chlorpheniramine maleate 
e nasal decongestant — 10 mg. phenylephrine hydrochloride 
e analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit 
forming. Federal law permits oral prescription. 
Literature on request 


® 
indo ENDO LABORATORIES « Richmond Hill 18, New York 


*U.S. Pat. 2,630,400 
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Six years of clinical 


experience confirm... 


provides effective 
analgesia with minimal 
side-effects—freedom from 


physical dependence 
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To discover what DARVON will do, 


prescribe: 


DARVON for “pure” analgesia 
(32-mg. or 65-mg. Pulvules®) 


DARVON® COMPOUND for analgesia plus 
antipyretic and anti-inflammatory action 
(32 mg. Darvon plus A.S.A.® Compound) 


DARVON COMPOUND-65 for increased: analgesia 
(65 mg. Darvon plus A.S.A. Compound) 


DARVO-TRAN® when anxiety intensifies pain 
(32 mg. Darvon plus 325 mg. A.S.A.® and 150 mg. Ultran®) 
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state and local governments in New York. 
We have tremendous resources. We have 
skilled personnel, even though some 
classes are limited in number. Our task 
is to bring together our needs and re- 
sources in the most orderly and effective 
way possible. 

We should husband our resources zeal- 
ously and use our preciously scarce spe- 
cialists so that the right person is doing 
the right job at the right time, and never 
mind from what department he draws 
his paycheck. 

This is the challenge confronting our 
State and every other state today. New 
York can quickly seize the opportunity to 
demonstrate its leadership once again. 
We have the brains and the enterprise 
to set bold, new patterns for others to 
follow. Delay carries the risk of our 
being overwhelmed by the snowballing 
immensity of the task. 

It is at meetings such as this that 
we should bring up health questions for 
public discussion, debate vital issues of 
state-wide concern and seek out areas of 
common agreement. The biological and 
social factors affecting the health of our 
people are changing at a tremendous 
pace. There is so little time to get on 
top of our medical care problems before 
they engulf us. 

This is the time to plan, to evaluate 
and to act. To those who might think 
otherwise, I leave with you this final 
thought: It is exciting to be part of a 
vast evolutionary process; it is tragic not 
to realize it. 


Books received 


Books received for review during the pe- 
riod from October 5 to November 5 are 
listed below. Reviews will be published 
as space permits. 


DIFFERENTIATION BETWEEN NORMAL 
AND ABNORMAL IN ELECTROCARDIOGRA- 
PHY. By Ernst Simonson, M.D., Professor of 
Physiological Hygiene, University of Minnesota, 
Minneapolis, Minn.; Consultant in  Electro- 
cardiography at Mt. Sinai Hospital and Veterans 
Administration Hospital, Minneapolis, Minn. 
Cloth. Pp. 328, with illustrations. Price $13.50 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1961. 


MANUAL OF REFRACTION. By Albert E. 
Sloane, M.D., Director, Department of Refrac- 
tion, and Associate Surgeon, Massachusetts Eye 
and Ear Infirmary; Clinical Associate in Oph- 
thalmology, Harvard Medical School; Director 
of Courses in Refraction at the Ophthalmological 
Study Council Lancaster Courses in Ophthal- 
mology. Cloth. Pp. 171, with illustrations. 
Price $6.50. Little, Brown and Company, 34 
Beacon Street, Boston 6, 1961. 


THE CHEMISTRY OF THE INJURED 
CELL. Bv Sir Roy Cameron, M.B., D.Sc. 
(Melb.) LL.D. (Edinburgh), F.R.C.P. (Lond.) 
F.R.S., Professor of Pathology, Director of 
Graham Research Laboratories; and W. G. 
Spector, M.A., M.B., B.Ch. (Cantab.), M.R.C.P. 
(Lond.), Senior Lecturer in Pathology, Univer- 
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For effective treatment and relief of painful muscular 
spasms, sprains, strains, stiff neck, lumbago and sciatica, many 
doctors are getting remarkable results with Gebauer’s Ethyl! Chloride spray. 
Clinical studies indicate cases where both temporary and permanent relief 
have been recorded. Available in the dispenseal amber bottle with a choice 
of three nozzle openings: fine, medium or coarse jet spray. Also packaged 
in the 100 gram, unbreakable tube with finger-tip control valve, Gebauer’s 


Ethyl Chloride is an important item in the G 


ETHYL CHLORIDE 
modern doctor’s emergency kit. 


For additional information and a summary of BAU 


clinical results, write: Gebauer Chemical Company, cH EMICAL COMPANY 
9410 St. Catherine Avenue, Cleveland 4, Ohio. Makers of: FLURO-ETHYL 


THERE’S NO 


PLACEBO... 


for Aching Feet! 


soothing, aseptic 


IRRIGOL... 


Persistent foot fatigue and related 
discomforts are very real problems to the 
patient. They. may tie back to chronic 

foot strains and to the patient's individual 
shoe-fitting problems. Miss or 

Mrs. Patient (men, too, of course) may 
demand relief, but still won’t accept 
unstylish “corrective” shoes. May we, for 
the twelfth year in these columns, 

call your attention to Burns Cuboids? 


Individually fitted from 248 styles and 
sizes, Cuboid Shoe Inserts when worn in 
any sensible shoe are designed to 

“break in” and take form that adapts the 
shoe to the plantar area of the patient's 


for vaginal douche... 
for quantity irrigations 


send for foot. Leading shoe stores and shoe 
departments have Cuboids, and 
clinica trained fitters. 

sample 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request. 


THE ALKALOL COMPANY, Taunton 23, Mass. 


BURNS CUBOID CO., 
Established 1936 BURNS 
P. 0. Box 658 Cuboids 
Santa Ana - California 
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Why Homer Jackson’s work is important to you... 


Talking on the radio-telephone is 
Homer “Bud” Jackson, both a scientist 
and a hard-working buyer for a company 
processing Florida oranges into frozen 
juice concentrate. 


He has just made a decision that’s 
important to you. He has analyzed some 
sample oranges from the grove in the 
background and found that they have 
the optimal amount of sugar, of acid, 
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and are of the proper texture. (Testing 
for vitamin C comes later.) Homer 
Jackson knows that these oranges are of 
a quality to meet the exacting regula- 
tions required by the Florida Citrus 
Commission. 


These standards for quality in citrus 
products are the highest in the world. 
This is important to you and your pa- 
tients because juice made from the best 


eFlomia Citrus Commission, Lakeland, Florida 


oranges will be nutritionally best for 
your patients. It will contain abundant 
amounts of vitamin C and rich, natural 
fruit sugars. 


It’s good nutrition to encourage peo- 
ple to drink orange juice. It makes good 
sense to persuade them to drink orange 
juice that you know tastes good, has the 
right sugar-acid ratio, and is packed full 
of nutritionally important vitamin C,. 
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sity College Hospital Medical School, London, 
England. Cloth. Pp. 147, with illustrations. 
Price $6.00. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 
1961. 


THE ART OF THINKING. By Dagobert D. 
Runes. Cloth. Pp. 90. Price $2.75. Philosophical 
Library, Publisher, 15 East 40th Street, New 
York 16, 1961. 

CARDIACS AND DIABETICS IN INDUS- 
TRY. A Study in Work Experience. By Grace 
Wyshak, S.M. in Hyg., Research Associate, 
Gerontology and Chronic Disease Unit, Depart- 
ment of Public Health Practice, Harvard School 
of Public Health; Leonid S. Snegireff, M.D., 
Dr.P.H., Director, Gerontology and Chronic 
Disease Unit, Associate Professor, Public Health 
Practice, Harvard School of Public Health; and 
Augusta F. Law, M.D., M.P.H., Medical Con- 
sultant, Gerontology and Chronic Disease Unit, 
Department of Public Health Practice, Harvard 
School of Public Health. Cloth. Pp. 260, with 
illustrations. Price $10.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1961. 


GYNECOLOGIC ENDOCRINOLOGY. By 
Edward A. Graber, M.D., Attending Obste- 
trician and Gynecologist, St. Clares Hospital, 
New York; Associate Attending Obstetrician and 
Gynecologist, Lenox Hill Hospital, New York; 
Diplomat, American Board of Obstetrics and 
Gynecology; Fellow, American College of Sur- 
geons; Fellow, American College of Obstetricians 
and Gynecologists. Cloth. Pp. 218, with illutra- 
tions. Price $7.50. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1961. 


UNIT-STEP RADIOGRAPHY. Simplification 
of Medical Radiography Through Manual and 
Automatic Use of an Exposure Value Scale 
(XVS) System and Standardization. By Gerhart 
S. Schwarz, M.D., Department of Radiology, 
College of Physicians and Surgeons, Columbia 
University; Radiological Service, Presbyterian 


Hospital, New York. Cloth. Pp. 230, with illu- 
strations. Price $8.75. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1961. 


SOMATIC STABILITY IN THE NEWLY 
BORN. CIBA Foundation Symposium. Edited 
by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., M.R.C.P.; and Maeve O’Connor, B.A. 
Cloth. Pp. 393, with illustrations. Price $10.00. 
Little, Brown and Company, 34 B Street, 
Boston 6, 1961. 


A PRACTICAL OUTLINE FOR PREPAR- 
ING MEDICAL TALKS AND PAPERS. By 
Robert M. Zollinger, M.D., Professor and Chair- 
man of the Department of Surgery, Ohio State 
University College of Medicine; William G. 
Pace, IIl, M.D., Assistant Professor of Surgery, 
Ohio State University College of Medicine; and 
George J. Kienzle, B.A., Professor and Director, 
School of Journalism, Ohio State University. 
Paper. Pp. 57, with illustrations. Price $1.95. 
The Macmillan Company, 60 Fifth Avenue, 
New York 11, 1961. 


MICROTECHNIQUES OF CLINICAL 
CHEMISTRY. By Samuel Natelson, Sc.M., 
Ph.D., Head, Department of Biochemistry, The 
Roosevelt Hospital, New York City. Ed. 2. 
Cloth. Pp. 578, with illustrations. Price $14.75. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1961. 


PSYCHIATRY Biological and Social. By Ian 
Gregory, M.A., M.D. (Camb.), D.Psych. (Tor. ), 
M.P.H., (Mich.), Assistant Professor of Psy- 
chiatry, and Coordinator of Undergraduate Edu- 
cation in Psychiatry, University of Minnesota 
Medical School. Cloth, Pp. 577, with illustra- 
tions. Price $10.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1961. 


UVEITIS AND TOXOPLASMOSIS. By E. S. 
Perkins, Ph.D. (Lond.), M.D. (Lond.), F.R.C.S. 
(Eng.); Reader in Ophthalmology, Institute of 
Ophthalmology, University of London. Cloth. 


Pp. 142, with illustrations. Price $8.00. Little, 
Brown and Company, 34 B Street, Boston 
6, 1961. 


IMMUNITY. By Sidney Raffel, Sc.D., M.D., 
Professor, Department of Medical Microbiology, 
Stanford University School of Medicine. Ed. 2. 
Cloth. Pp. 646, with illustrations. Price $10.00. 
Appleton-Century-Crofts, 34 West 33rd Street, 
New York 1, 1961. 


DISTURBANCES OF HEART RATE, 
RHYTHM AND CONDUCTION. By Eliot 
Corday, M.D., F.A.C.P., F.A.C.C., Assistant 
Clinical Professor of Medicine, School of Medi- 
cine, University of California, Los Angeles; 
Attending Staff, Cedars of Lebanon and Mt. 
Sinai Hospitals, Los Angeles; and David W. 
Irving, M.D., Clinical Assistant, School of Medi- 
cine, University of California, Los Angeles; 
Research Associate, Cedars of Lebanon Hospi- 
tal, Los Angeles; Research Fellow, Los Ange- 
les County Heart Association. Cloth. Pp. 357, 
with illustrations. Price $8.50. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1961. 


SIR WILLIAM OSLER APHORISMS From 
His Bedside Teachings and Writings. Collected 
by Robert Bennett Bean, M.D. (1874-1944); 
Edited by William Bennett Bean, M.D. Second 
Printing. Cloth. Pp. 164. Price $4.00. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1961. 


CLINICAL OBSTETRICS. By Benjamin 
Tenny, M.D., Clinical Professor of Obstetrics 
and Gynecology, Harvard Medical School; Di- 
rector of the Department of Obstetrics and 
Gynecology, The Boston City Hospital; and 
Brian Little, M.D., F.R.C.S. (C), Associate in 
Obstetrics and Gynecology, Harvard Medical 
School; Associate Director of the Department 
of Obstetrics and Gynecology, The Boston City 
Hospital; Obstetrician and Gynecologist, Boston 
Lying-in Hospital. Cloth. Pp. 440, with illus- 
trations. Price $8.50. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1961. 


COMMON SENSE FOR A COMMON PROBLEM from 


Salicylamide analgesic” 


IF you need SAFE, EFFECTIVE THERAPY for long-term 
treatment of ARTHRITIS and RHEUMATISM remember 


SALIMEPH’ 


antirheumatic 


Mephenesin relief of spasm~ 


Vitamin C 


For Best Results Prescribe 


Each capsule-shaped tablet contains: 


Salicylamide ..... 
Mephenesin ..... 
Ascorbic Acid .... 
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maintains 
adrenal reserve 


Write for sample and literature to 


500 mg. | KREMERS-URBAN CoO. 
333 mg. Milwaukee 1, Wisconsin 
50 mg. | Distinctive Ry, Specialties Since 1894 


SALIMEPH FORTE 
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Changes of address 


Adelman, Jack, from South San Gabriel, Calif., to 22 Palm 
Drive, Camarillo, Calif. 

Alalouf, Marc, from Dallas, Texas, to 743 E. 180th St., 
Bronx 57, N. Y. 

Aldrich, Charles W., from 2085 21st St., N. E., to 693 Cot- 
tage St., N. E., Salem, Ore. 

Aldrich, Harrison F., from Garden City, Mich., to 9800 
Geddes Road, Ypsilanti, Mich. 

Anderson, W. Locke, from Sheridan, Wyo., to 2020 Govern- 
ment St., Baton Rouge 6, La. 

Andrews, Joseph C., from 1447 Main St., to 1071 Main St., 
West Warwick, R. I. 

Antonuccio, Joseph F., from 1010 E. Gifford Drive, to 1369 
W. Prince Road, Tucson, Ariz. 

Auten, John M., from Box 635, to Box 700, Ingleside, Texas 

Auten, Gladys Hahn, from Box 635, to Box 700, Ingleside, 
Texas. 


Barberee, Charles P., from 901 N. Jefferson St., to 1016 N. 
Jefferson St., Mount Pleasant, Texas. 
Barker, Michael Anthony, from Garden City, Mich., to 
Valley Inn., 3312 N. Central Ave., Phoenix 12, Ariz. 
Battersby, Joseph M., from 1941 E. McDowell Road, to 1902 
N. 16th St., Phoenix 6, Ariz. 

Bell, Louis, from 6805 Lincoln Drive, to 802 E. Allegheny 
Ave., Philadelphia 34, Pa. 

Belsky, Daniel H., from Haddonfield, N. J., to 1419 S. Broad 
St., Philadelphia 47, Pa. 

Bergmann, Donald C., from Kirksville, Mo., to 19831 N. E. 
21st Court, North Miami Beach 62, Fla. 

Berjian, Richard A., from Palisade, N. J., to 7501 Lake Road, 
E., North Madison, Ohio. 

Bez, Bert M., from 1112 Hunter Ave., to Doctors Hospital, 
1087 Dennison Ave., Columbus 1, Ohio. 

Bilodeau, L. E., from Pontiac, Mich., to American Medical 
Society, 11 Universitatsstrasse, Vienna 1, Austria. 

Birk, Richard, from Grand Rapids, Mich., to 311 Grand 
Ave., Freeport, L. I. N. Y. 

Bishop, J. C., from Hartford, S. Dak., to 256 N. 54th St.. 
Mesa, Ariz. 

Brant, Leonard A., from Glendale, Calif., to 13726 Valley- 
heart Drive, Sherman Oaks, Calif. 

Brumm, Lynn F., from 3640 E. State St., to 3735 E. State 
St., Sharon, Pa. 

Bryce, Donald R., from Seattle 15, Wash., to 10014 Ed- 
monds Way, Edmonds, Wash. 

Buchalter, Herbert, from 485 Frost Drive, to 3064 West- 
brook St., Saginaw, Mich. 

Burnstein, Walter, from Lake Hiawatha, N. J., to 91 Ken- 
dall Court, Dover, N. J. 


Cahill, John, from Lansing, Mich., to Middleton, Mich. 

Carponter, John Dymoke, from Lewisville, Texas, to 411 
Colby Bldg., Everett, Wash. 

Carr, Clayton F., from Saginaw, Mich., to 433 Shore Road, 
Rio Grande, N. J. 

Casella, Frank Joseph, from Edgewater, N. J., to 1553 
Lemoine Ave., Fort Lee, N. J. 

Cavendish, Carl L., from Route 2, to Route 1, Box 40B, 
Alderson, W. Va. 

Chankin, Stephen, from 1087 Dennison Ave., to 1500 W. 
Third Ave., Columbus 12, Ohio. 

Charney, Norman Murry, from Whittier, Calif., to 14139 E. 
Imperial Highway, La Mirada, Calif. 

Charnov, Paul K., from 1200 N. State St., to 1755 N. Dillon 
St., Los Angeles 26, Calif. 

Cimber, Robert L., from 7232 N. 35th Ave., to.4150 N. 
19th Ave., Phoenix 15, Ariz. 

Cipolla, Nicholas R., from Ferndale, Mich., to 8646 Puritan 
Ave., Detroit 38, Mich. 
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Clark, Julia V., from 442 Clarkson St., to 352 Sherman St., 
Denver 3, Colo. 

Coan, Paul J., from Farmington, Mo., to 25929 Euclid Ave., 
Cleveland 32, Ohio. 

Cogburn, Gilbert, from Mineral Wells, Texas, to 510 W. 
Hamilton St., Houston 18, Texas. 

Conlon, John F., from Richmond Hill, N. Y., to 93-07 69th 
Ave., Forest Hills 75, N. Y. 

Corpolongo, Arthur D., from Flint, Mich., to Adrian, Mo. 

Cross, Carl Spencer, from 4833 Pine St., to 9201 Blue Cross 
Road, Philadelphia 15, Pa. 

Cyril, Irving M., from Los Angeles, Calif., to 3431 Olinda 
Lane, Anaheim, Calif. 


Davis, E. M., from Denver, Colo., to Box 411, Rogue River, 
Ore. 

De Luise, Frank A., from Waterville, Maine, to Allentown 
Osteopathic Hospital, 1736 Hamilton St., Allentown, 
Pa. 

Denka, George Arthur, from 1901 Patterson Road, to 2301 
Patterson Road, Dayton 20, Ohio. 

Desnoyers, John A., from 542 Central Ave., to 213 Wash- 
ington St., Dover, N. H. 
Detrick, Daniel E., from 1112 N. Hunter Ave., to Doctors 
Hospital, 1087 Dennison Ave., Columbus 1, Ohio. 
Dickerson, John B., from Toledo, Ohio, to 5820 Monroe St., 
Sylvania, Ohio. 

DiMarcangelo, Michael C., from Erlton, N. J., to 19 W. 
Main St., Marlton, N. Y. 

Dodge, John W., from Jones, Okla., to 5501 S. Pennsyl- 
vania Ave., Oklahoma City 19, Okla. 

Duke, Emanuel, from 9658 E. Garvey Ave., to 11511 E. 
Garvey Ave., El Monte, Calif. 


Ellis, William A., from Grand Rapids, Mich., to Orange- 
ville, Ill. 


Falknor, David E., from Sophia, W. Va., to 508 N.- Oak- 
wood Ave., Beckley, W. Va. 

Feldsher, Murray, from Brooklyn 7, N. Y., to 48 Tanager 
Lane, Levittown, N. Y. 

Felt, Robert P., from Hollywood, Calif., to 14453 River- 
side Drive, Sherman Oaks, Calif. 

Fender, James L., from Woodsfield, Ohio to Boswell, Ind. 

Flaming, Elmer, from 422% Main St., to 501 Washington 
St., Dallas, Ore. 

Flannery, William A., from Fort Worth, Texas, to Black- 
wood Clinic-Hospital, 201 E. Grand Ave., Comanche, 
Texas. 

Fox, Chisholm R., from 1418 W. Center St., to 4021 W. 
Capitol Drive, Milwaukee 16, Wis. 

Fox, James N., from 1217 Salem Ave., to Grandview Hos- 
pital, 405 Grand Ave., Dayton 5, Ohio. 

Freedman, Sheldon I., from Philadelphia, Pa., to 4 S. Black 
Horse Pike, Bellmawr, N. J. 

French, Everett E., from Ruidoso, N. Mex., to 1901 E. 
Fifth St., Panama City, Fla. 


Ghormley, Lee F., from Des Moines, Iowa, to New Valley 
Osteopathic Hospital, 3003 Tieton Drive, Yakima, Wash. 

Gleason, George W., from Springfield, Mo., to Nixa, Mo. 

Godat, Helen Terhuwen, from Phoenix, Ariz, to 2333 Nella 
Vista Ave., Hollywood 27, Calif. 

Goldberg, Byron W., from Paw Paw, Mich., to 2312 S. 
Division Ave., Grand Rapids 7, Mich. 

Goncharoff, Bernard, from 4005 S. W. 100th St., to 10252 
16th Ave., S. W., Seattle 66, Wash. 

Gordon, Richard, from Long Beach, Calif., to 2105 Inde- 
pendence Ave., Kansas City 24, Mo. 

Gorton, Julius C., from 4394 30th St., to 4167 Ohio St., 
San Diego 4, Calif. 

Graesser, Otto W., from 325 E. Mosley Ave., to 801 Edge- 
mont Blvd., Lansing 17, Mich. 

Grassin, Frederick A., from 715 Vermont Ave., to Main 
St., Box 846, New Port Richey, Fla. 


if your 
underweight 
patient 

fails to 


even on 
a high 
calorie 
diet 
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anadrol 


oxymetholone, Syntex 


promotes solid weight gain 


You’ve seen her often. She’s 
the underweight patient 
who fails to respond to 
high-protein diet. She’s 
slow in recovering from sur- 
gery or illness. She contin- 
ues to lose weight. This is 
the time to turn to Anadrol. 
You can often expect results 
like these: 


clinical briefs* 


¢ In 92 female patients 
treated with Anadrol, 75 
gained an average of 6% 
pounds. Mild androgenic 
side effects (acne, hirsut- 
ism, dysmenorrhea) were 
reported in only 6 cases. 


e Five chronically under- 


weight women ranging in 
age from 20 to 37 years took 
Anadrol for 60 to 90 days. 


All five responded. Average 


weight gain: 8 pounds. An- 


drogenic side effects were 


reported in ] patient only. 


e 24 females with general 


catabolic conditions (age 
range: 12-88) were given 
Anadrol for 21 to 113 days. 


21 responded, Average 
weight gain: 8 pounds. No 


androgenic side effects 
were reported. 


Here is why Anadrol may 
help you treat your under- 
weight patient, female or 
male. 


Anadrol reverses negative 
nitrogen balance. By stim- 
ulating nitrogen retention, 
Anadrol therapy leads to 
increased synthesis of ami- 
no acids, essential compo- 
nents of protein tissue. 
Anabolism is stepped up. 
Thus Anadrol reverses the 
wasting process and pro- 
motes solid weight gain. 


Specific advantages: Exten- 
sive metabolic testing in 
humans has shown that 
Anadrol stimulates nitro- 
gen retention with 4 times 
the potency of methyl- 
testosterone, the accepted 
standard. Moreover, hu- 
man data reveal that 
Anadrol has only half the 
androgenicity of methyltes- 
tosterone. Thus Anadrol has 
fewer masculinizing com- 
plications, is better suited 
for long-term therapy. 


Indications: Geriatric 
debilitation, chronic 
underweight, pre- and post- 
operative conditions, con- 
valescence from infection, 
osteoporosis, gastrointesti- 
nal disease, general cata- 
bolic conditions, and 
malnutrition. 


Dosage and administra- 
tion: Adults: 2.5 mg. t.i.d., 
orally. Children: up to 12 
years—2.5 or 5 mg./day for 
up to 30 days. Over 12 years 
—adult dosages. 


Precautions: Use with cau- 
tion in patients with heart 
disease or known hepatic 
damage. Do not continue 
administration to children 
beyond 30 days. If mascu- 
linizing symptoms develop, 
discontinue the drug. 


Contraindications: Carci- 
noma of the prostate or 
nephritis or nephrosis, 

How supplied: 2.5 mg. 
white tablets, bottles of 50. 


*Case reports on file, Syntex Medical 
Department. 


anadrol 
an original steroid from 


SYNTEXE# 


Laboratories Inc. 62GP7 
10 East 40 Street, New York 16, N.Y. 
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Salicylate 


(brand of carbazochrome salicylate) 


Adrenosem helps conserve a patient’s own blood. Adrenosem has become accepted 
pre-op medication because it minimizes the need for transfusion. 


Research!:? has shown that lack of capillary integrity causes abnormal bleeding 
four times as often as do coagulation defects. Adrenosem maintains capillary 
integrity by decreasing excessive capillary permeability while it also promotes 
retraction of severed ends. 


Besides reducing need for transfusion, Adrenosem’s control of bleeding results in 
a clearer operative field . .. makes good technic even better. Adrenosem also lessens 
the hazard of serious postoperative bleeding . . . reduces ooze and seepage. 


Adrenosem is indicated pre- and postoperatively in surgery and also nonsurgically 
to control bleeding associated with vascular pathosis as in peptic ulcer, telangiec- 
tasia, purpura, ecchymosis, ulcerative colitis, and others. 


There are no contraindications to Adrenosem at recommended dosage levels. 


supplied: For|.M.injection only—Ampuls: references: 1. Haden, R. L., et al.: Ann. 
5 mg. (1 cc.) and 10 mg. (2 cc.). For oral ad- N.Y. Acad. Sc. 49:641 (May 11) 1948. 2. Chera- 
ministration—Syrup: 2.5 mg./5 cc. (1 tsp.); skin, E.: J. Am. Dent. Assn. 58:17 (April) 1959. 
Tablets: 1 and 2.5 mg. “U.S. Pat. Nos. 2581850; 2506294 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York ° Kansas City - San Francisco 
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in leading headache clinics, 


ORIGINAL 

RESEARCH 
SERVING THE 
PHYSICIAN 


SANDOZ 


the drug of choice for migraine is 


First thought in migraine: 


CAPER |. |. S-ergotamine tartrate 1 mg., 
caffeine ‘100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; if needed, 1 addi- 
tional tablet every 44 hour until relieved (maximum 
6 per attack). 


| () ergotamine tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 


CAPERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 


sugar-coated.) Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 
mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 


s Cafergot Suppositories. 


| 
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Greisman, Paul A., from Vineland, N. J., to North West 
Blvd., Newfield, N. J. 

Griesemer, Gerald, from 1910 Granito Vista; to 557 W. 
Valencia Road, Tucson, Ariz. 


Hains, William Leroy, from Los Angeles, Calif., to 14641 
Rosecrans, La Mirada, Calif. 

Haley, Richard K., from Dayton, Ohio, to 434 S. Hyatt St., 
Tipp City, Ohio. 

Hall, Kenneth F., from 7730 W. 57th Ave., to 8333 Ralston 
Road, Arvada, Colo. 

Halterman, Robert W., from Box 307, to Box 29, London, 
Ohio. 

Heim, John W., from 124 Canal St., to 207 E. Market St., 
Canal Fulton, Ohio. 
Helak, Joseph J., from 1101 Lester Drive, N. E., to 2511 
Rio Grande Blvd., N. W., Albuquerque, N. Mex. 
Helfend, James Melvin, from Downey, Calif., to 15898 E. 
Gale Ave., La Puente, Calif. 

Helton, C. R., from 342 W. Ajo Way, to 344 W. Ajo Way, 
Tucson, Ariz. 

Hensel, Jerry D., from Los Angeles, Calif., to 1776 N. 
Sycamore Ave., Hollywood 28, Calif. 

Hicks, James A., from St. Louis, Mo., to 1131 Grant Ave., 
East Gadsden, Ala. 

Higgins, Leonard W., from 9305-07 New 40 Highway, to 
New 40 Highway & Blue Ridge Cut-Off, Independence, 
Mo. 

Hohn, Gerald J., from Des Moines, Iowa, to 100 W. Osborn 
Road, Phoenix 42, Ariz. 

Holt, Michael J., Jr., from Kansas City, Mo., to 1513 State 
St., Harrisburg, Pa. 

Hunter, Edward T., from Berkley, Mich., to 29121 Green- 
field, Southfield, Mich. 


Hunter, Elleen E., from Berkley, aa, to 29121 Green 
field, Southfield, Mich. 


Iafornaro, Donald D., from Cleveland, Ohio, to Richmond 
Heights General Hospital, 27100 Chardon Road, Rich- 
mond Heights 32, Ohio. 

Indianer, Simon S., from Otisville, Mich., to 1299 W. Cold- 
water Road, Flint 5, Mich. 


Jaspan, Melvin G., from West Englewood, N. J., to 576 
Kinderkamack Road, Oradell, N. J. 

Jenniches, J. P., from 2776 Pacific Ave., to 3590 Elm Ave., 
Long Beach 7, Calif. 

Johnstone, James N., from 2905 Corrine Drive, to 6123 S. 
Orange Ave., Orlando, Fla. 

Jones, Oliver H., from Robstown, Texas, to 1001 Santa Fe 
St., Corpus Christi, Texas. 

Jones, Seaborn E., from Big Sandy, Texas, to 2733 Sher- 
man Road, Grand Prairie, Texas. 

Joseph, J. Harris, from 226 S. 21st St., to 2031 Locust St., 
Philadelphia 3, Pa. 


Kalenak, John, from 1256 Lake Michigan Drive, N. W., to 
1916 Division Ave., S., Grand Rapids 7, Mich. 

Kane, Theodore E., from Buchanan, Mich., to 2217 E. Wil- 
son Ave., South Bend 15, Ind. 

Keena, E. E., from Greeley Natl. Bank Bldg., to 1019 Tenth 
Ave., Greeley, Colo. 

Keena, Ruth W., from Greeley Natl. Bank Bldg., to 1019 
Tenth Ave., Greeley, Colo. 

Kessler, Berton J., from Providence, R. I., to 134 Sandy Bot- 
tom Road, Coventry, R. I. 

Knouse, Charles Allison, from Kansas City, Mo., to Kirks- 
ville Osteopathic Hospital, 800 W. Jefferson St., Kirks- 
ville, Mo. 


SURGICAL BLADES ARE SHARPER! 
TRY THEM AT OUR RISK! 


If you are paying “‘pre- 
mium” prices for “name 
brand” blades, try our 
KEEN-EDGE. They are 
made for us by one of 
the nation’s best known 
manufacturers— identical 

in quality to his higher- as tow as $]]°° 
priced brand. Only the 
name and price are dif- 
ferent. All numbers cvailable—in envelopes or rack-pack. 
Order a gross today, try them. If you are not satisfied send 
the rest back—the trial has cost you nothing. Priced at 
$15.00 per single gross. 


PER GROSS IN 50-GROSS LOTS 


IN STERILE, STAINLESS-STEEL, ALSO 
(at slightly higher prices) 

Now you can use “KEEN-EDGE” blades just as they come 
from the package — guaranteed sterile. These new, sterile 
blades are made of stainless-steel, a new type that keeps 
an edge as well as the ordinary, carbon steel blades that 
you have been using. Slightly higher in price than ordinary 
carbon steel. Let us quote. Each lot of blades is given bac- 
teriologic tes's to insure perfect sterility. 


WOCHER’S 
Complete Hospital Supply 


609 College St. Cincinnati 2, Ohio 
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its EASY To 


KEEP GOOD 
RECORDS WITH 


COLWELLS 
DAILY LOG 


The simplest of any professional 
system — easy to teach a new 
office assistant — provides a 
quick answer to more efficient 
practice management procedures 
in the physician's office. Eliminates 
ates irritations caused by billing 
mix-ups; increases income by 
catching all charges due; helps 
keep costs in line by itemized 
listing of all expenses — plus all records necessary for income tax 
reporting. Used and preferred by physicians since 1927. Fully 
dated, looseleaf, printed new each year. 


PRICES: Regular Edition, one 40 line page a day, 
one volume, dated for 1962 — $7.75. Double Log 
Edition, two facing pages of 40 lines for each day, 
two volumes, dated for 1962 — per set — $13.50. 


THE COWELL COMPANY, 265 Kenyon Road, Champaign, Illinois 


Please send me 1962 [| Regular [_| Double Daily Log for Physicians. 
Remittance enclosed. 
() Please send me more information plus FREE Record Supplies Catalog Kit. 
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NEW 


for the management of 


ASTHMA 


Theophylline-glyceryl guaiacolate, Mead Johnson ELIXIR 


BRONCHODILATOR-EXPECTORANT 


RELAXES CONSTRICTION by overcoming an 


Theophylline overcomes bronchospasm through relaxation of the bronchiolar smooth muscle. 


REDUCES OBSTRUCTION due to tenacious mucus 


Glyceryl guaiacolate increases respiratory tract fluids which dilute the thick tenacious mucus 
in the bronchioles, facilitating its removal and thereby reducing obstruction. 


: TM, 
| 
| 
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combines the bronchodilator effectiveness of theo- 
phylline™ 


with the proved expectorant action of glyceryl 
guaiacolate™ 


formulated for flexible low-volume dosage 


in a pleasant-tasting hydro-alcoholic vehicle for 
rapid absorption ree 


QUIBRON RAPIDLY PROVIDES EFFECTIVE THERAPY WITH QUIBRON 1S FOLLOWED BY 
THEOP LLINE BLOOD LE RAPID MPRO\ T ME VITA DACIT' 


CHILDREN (5) 
MME ADULTS (6) 


MICROGRAMS 


Therapeutic Level 


Following administration of Quibran elixir at the recom- Following administration of 20 ml, Quibron elixir, vital capacity 
mended dosage for adults? and children effective blood levels was markedly improved, as: measured by the timed 
of theophylline were reached within 15-30 minutes and main- method. Pulmonary function tests confirmed the clinical observa- 
tained for more than four hours. tion of rapid relief occurring in 10-15 minutes in most patients.? 


Indications: Bronchial asthma, asthmatic bronchitis, chronic bronchitis and pulmonary emphysema. |‘ - 


Dosage & Administration: Adults: 1 to 2 tablespoons, 2-3 times daily. Children, 6-12: 1 tablespoon, 2-3 times daily. 
(Children weighing over 100 lbs, may require adult doses.) Children under 6: V2 teaspoon per 10 tbs. body weight, 
2~3 times daily. During the first day of treatment, especially in severe attacks, the usual dose may be increased by one half. 


Side Effects: Theophylline may cause gastric irritation, with possible abdominal discomfort, nausea and vomiting. 
The administration of Quibron elixir after meals may help avoid such symptoms. Theophylline may also exert some 
stimulating effect on the central nervous system. j 


Cautions: Quibron elixir should not be administered more frequently than every 6 hours or within 12 hours after rectal 
administration of any preparation containing theophylline or aminophylline. Other formulations containing xanthine 
derivatives should not be given concurrently with Quibron elixir. 


Supplied: Each tablespoon of Quibron elixir (15 ml.) contains theophylline 150 mg. and glyceryl guaiacoiate 90 mg. in 
a 15% hydro-alcoholic vehicle. Bottles of 8 f. oz. 


References: (1) Schiuger, J.; McGinn, J. T., and Hennessy, D. J.: Am. J. M. Sc. 233:296-302 (March) 1957. (2) MacLaren, W. R.: 

ifornia Med. 91:278-282 (Nov.) 1959. (8) MacLaren, W. R.: Ann. Allergy 17:729-739: (Sept.-Oct.) 1959. (4) Spielman, A, D.: Ann. 
Allergy 15:270-276 (May-June) 1957. (5) Gass, L. J., and Frederick, W. S: Am. Pract. & Digest Treat, 2:844-851 (Oct.) 1951. 
(6) Schwartz, E.: Levin, L.; Leibowitz, H., and McGinn, J. T.: Am. Pract. & Digest Treat. 72585-5388 agg 1956, ¢7) Schiller, 1. W., 
and Goldman, G.: Personal communication on file at the Mead Johnson Research Center.* @) Levin, S$. J,, and Weisnagel, ].: 
Personal aver on file at the Mead Johnson Research Center.* (9) Puls, R. J., and Grater, W. C.: Current Therap. Res., 
in press (Nov.) 


*These data are available to physicians on request. iy e7ati 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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In colds 

and 

Sinusitis 
unsurpassed 
in providing 
drainage 
space 
without 
chemical 
harm 


The clogged sinus 

In sinusitis, the mucous 
membrane becomes 
hyperemic and 
edematous, lymph 
glands and goblet cells 
hyperactive. Ostium is 
closed by edema and 
secretions cannot 

drain freely. 


The normal sinus 
Magnified anatomy of 
a portion of maxillary 
sinus showing mucous 
membrane with cilia 
and lymph glands. 
Ostium is normal 

and patent. 


NEO-SYNEPHRINE 


brand of phenylephrine hydrochloride 


LABORATORIES 


New York 18, N.Y. 


hydrochloride 


NASAL SPRAYS AND SOLUTIONS 


When there is nasal turgescence, tiny orifices of sinus ostia 
tend to clog. Neo-Synephrine nasal solutions and sprays reduce 
edematous tissues on contact to provide prompt relief. As tur- 
binates shrink, obstructed sinus ostia open, drainage and breath- 
ing become freer and the boggy feeling of a cold disappears. 


Delicate respiratory tissue and its natural defenses are not 
harmed by exceptionally bland Neo-Synephrine; systemic effects 
are nil; it does not sting. For years it has been recommended 
for prevention and treatment of sinusitis.'“* Repeated applica- 
tions do not lessen effectiveness. 


Available in plastic nasal sprays for adults (42%) and children 
(44%), in dropper bottles of ¥, % or 1 per cent. 


1. Grant, L. E.: Coryza and nasal sinus infections, Clin. Med. & Surg. 
42:121, March, 1935. 2. Putney, F. J.: Sinus infection, in Conn, H. F. 
(Ed.): Current Therapy 1952, Philadelphia, W. B. Saunders Company, 
1952, p. 110. 3. Simonton, K. M.: Current treatment of sinusitis, Jour- 
nal-Lancet 79:535, Dec., 1959. 
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urinary tract infections 
present a therapeutic challenge... 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 
Often recurrent...often resistant to treatment, urinary tract infections are among the mos. 
frequent and troublesome types of infections seen in clinical practice. In such infections, 
successful therapy is usually dependent on identification and susceptibility testing of invad- 
ing organisms, administration of appropriate antibacterial agents, and correction of obstruc- 
tion or other underlying pathology. 


Of these agents, one author reports: “Chloramphenicol still has the widest and most effective 
activity range against infections of the urinary tract. It is particularly useful against the 
coliform group, certain Proteus species, the micrococci and the enterococci.’”’! CHLOROMYCETIN 
is of particular value in the management of urinary tract infections caused by Escherichia 
coli and Acrobacter aerogenes.* In addition to these clinical findings, the wide antibacterial 
range of CHLOROMYCETIN continues to be confirmed by recent in vitro studies.‘ 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 250 mg., 
in bottles of 16 and 100. See package insert for details of administration and dosage. 

Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocytopenia, 
granulocytopenia) are known to occur after the administration of chloramphenicol. Blood dyscrasias have 
occurred after both short-term and prolonged therapy with this drug. Bearing in mind the possibility that 
such reactions may occur, chloramphenicol should be used only for serious infections caused by organisms 
which are susceptible to its antibacterial effects. Chloramphenicol should not be used when other less poten- 
tially dangerous agents will be effective, or in the treatment of trivial infections, such as colds, influenza, or 
viral infections of the throat, or as a prophylactic agent. Precautions: It is essential that adequate blood 
studies be made during treatment with the drug. While blood studies may detect early peripheral blood 
changes, such as leukopenia or granulocytopenia, before they become irreversible, such studies cannot be 
relied upon to detect bone marrow depression prior to development of aplastic anemia. 

References: (1) Malone, F.J., Jv.: Mil. Med. 125 :836, 1960, (2) Martin, W. J.; Nichols, D. R., & Cook, E. N.: Proc. Staff Meet. Mayo Clin. 
34:187, 1959. (3) Ullman, A pap ernest M. J. 32:97, 1960. (4) Petersdorf, R.G.: Hook, E. 3 
Curtin, J. A., & Grossberg, 's. E.: Bull, Johns Hopkins Hosp, 108:48, 1961. (5) Jolliff, C. R.; 

Engelhard, W. E.; Ohlsen, J. R.; Heidrick, PR J., & Cain, J. A.: Antibiotics & Chemother. 10: PARKE-DAVIS 
694, 1960. (6) Lind, H. E.: Am. J. Proctol. 11:392, 1960. 77368 PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


wren 
| 
: 
| 
| 


SEARLE 


pill”... 


| 

| 
| 

a 142 

| 


some timely comments 


Ovulation is inhibited during cyclic therapy 
with Enovip. This single fact has made con- 
ception control by oral means a reality. As 
Guttmacher! states, oral therapy with ENovip 
“is the best, the most effective contraceptive 
known to man. Its failure rate in patients who 
take it consistently is virtually zero.” 


Therefore, a physician’s decision to prescribe 
Enovip for conception control is likely to be in- 
fluenced by considerations other than lack of 
faith in its dependability. 


ENovip is easy to take, economical and effective. 
But more important to the physician and the 
woman is the possibility of long-term undesir- 
able effects. 


Conception control by oral means deserves to 
be viewed with healthy scientific skepticism. 
“No method? of pregnancy spacing, even though 
highly effective, is justifiable if it endangers life 
or health.” In the case of ENovip, overwhelming 
evidence has been accumulated to establish not 
only its efficacy—but its singular safety: 


The effects of ENovip have now been studied in 
more than 3,500 women during more than 
49,500 menstrual cycles, representing 3,800 
woman-years of experience. ENovip has been 
administered cyclically to the same patients for 
as long as five and one-half years for ovulation 
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inhibition, and in other patients it has been 
administered continuously for more than a year 
in the treatment of endometriosis. No true tox- 
icity or contraindication to ENovip therapy has 
been observed. 


There has been no impairment of subsequent 
fertility. ENovip produced no masculinization 
or other harmful effect on the fetus when given 
to women who had already conceived. Although 
a cautious limit of two years is presently set for 
cyclic therapy with ENovin, it is expected that 
this period will be lengthened as experience 
continues to accumulate. 


ENnovip is available in tablets of 5 mg. and of 10 
mg. Available on request: literature and refer- 
ences covering more than six yedrs of intensive 
clinical study. 

1, Guttmacher, A. F. (Chairman and Moderator): Clinical Experi- 
ence with and Practical Techniques for the Use of Enovid in 


Ovulation Control, Transcript of a Closed Circuit Television Sym- 
posium, Chicago, G. D. Searle & Co., Jan. 18, 1961, pp. 26-28. 


2. Cook, H. H.; Gamble, C. J., and Satterthwaite, A. P.: Oral Con- 
traception by Norethynodrel. A 3 Year Field Study, Amer. J. Obstet. 
Gynec. 82:437-445 (Aug.) 1961. 


Research in the Service of Medicine mionatincn 


G. D. Searle & Co., P.O. Box 5110, Chicago 80, Illinois 
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Koerner, Stanley B., from Euclid, Ohio, to 25929 Euclid 
Ave., Cleveland 32, Ohio. 
Kopec, Pauline A., from 12th St., 

St., Campbell, Ohio. 


& Devitt, to 221 12th 


Lagomarsino, James L., from 10575 Morang Drive, to 
11822 Whitehill Road, Detroit 24, Mich. 

Larrick, W. A., Jr., from Lansing, Mich., 
Drive, Chesterland, Ohio. 
Lasswell, Harold L., from Flint, Mich., 
Ave., S., Grand Rapids 7, Mich. 
Lee, Timmie Chung Tim, from Cleveland, Ohio, to Rich- 
mond Heights General Hospital, 27100 Chardon Road, 
Richmond Heights 32, Ohio. 

Lesniewski, John C., from Drexel Hill., Pa 
burg Road, Erie, Pa. 

Lewis, Cleveland, Jr., from Los Angeles, Calif., to 344 Cros- 
by St., Altadena, Calif. 

Lindenbaum, Arnold M., from Gardena, Callif., 
Laurel Canyon Blvd., North Hollywood, Calif. 

Love, Joseph L., from Box 1, Capitol Station, to 4400 Red 
River St., Austin 5, Texas. 

Lui, Edmund Kin Mun, from Los Angeles, Calif., 
Wells Road, Westminster, Calif. 


to 30 Herrick 


to 1922 Division 


., to 5728 Watts- 


to 7535 


to 8311 


MacCracken, Frank E., from 1651 L St.. to 207 E. Simp- 
son Ave., Fresno 5, Calif. 

Madsen, Robert E., from Battle Creek, Mich., 
gen 13, Uppsala, Sweden. 

Mahnke, John T., from Seattle, Wash., to 25449 104th Ave., 


to Villava- 


S. E., Kent, Wash. 
Majka, Michael A., 

Maine. 
Maldonado, Robert A., from West Covina, Calif., to 430 W. 
Covina, Calif. 


from 4 Mill St., to 225 Main St., Orono, 


Badillo St., 


Malone, Edward Ray, from Anderson, Mo., to 415 Elm St., 
Yukon, Okla. 

Maron, Alex E., from 1003 Grand Ave., to 215 Parkview 
Ave., Colonial Terrace, Asbury Park, N. J. 

Marquardt, Roger R., from Olathe, Colo., to 7260 Locust 
St., Derby, Colo. 

Martin, Norman, from Philadelphia, Pa., to 9801 N. E. 
Second Ave., Miami Shores 38, Fla. - 

Masterson, Eleanor Virginia, from Havertown, Pa., to 5328 
Greene St., Philadelphia 44, Pa. 

Matheny, Cecil Wayne, from Los Angeles, Calif., to Art 
Centre Hospital, 5435 Woodward Ave., Detroit 2, 
Mich. 

Mauro, Jessie C., from Philadelphia, Pa., 
Pike, Riverton, N. J. 

Maveal, Ervin J., from Prudenville, Mich., 
ette St., Bay City, Mich. 

McCorkle, Robert O., from Idalou, Texas, to Box 190, Co- 
manche, Texas. 

McDaniel, T. C., from 7848 Kenwood Road, to 7681 Mont- 
gomery Road, Cincinnati 36, Ohio. 

McKeever, James F., from Cleveland, Ohio, to Richmond 
Heights General Hospital, 27100 Chardon Road, Rich- 
mond Heights 32, Ohio. 

McKewon, Clarence Richard, from Box 126, to Box 367, 
Shidler, Okla. 

Meals, Robert Lee, from Philadelphia, Pa., 
house Circle, Havertown, Pa. 

Miller, Herbert C., from Walkerton, Ind., to Route 3, De- 
vola, Marietta, Ohio. 

Morris, Dareld R., from Bonham, Texas, to 2200 Fourth 
St., Moundsville, W. Va. 

Myers, E. Delmar, from Osceola, Ind., to Jefferson Blvd., & 
Logan, Mishawaka, Ind. 

Myers, Harmon L., from 3223 N. First Ave., to 750 S. Cray- 
croft Road, Tucson, Ariz. 


to 2322 Branch 


to 407 Lafay- 


to 412 Ritten- 


in response to 
numerous requests from 
the medical profession 
for a lower, more comfortable 
walking heel for ambulatory cast 
patients, and one which could be anchored 

in the cast more securely. The F. B. CAST CUSHION 
is the result of extensive research, experimentation 
and clinical testing and brings you these many 

long awaited advantages. 


CUSSION 


fort and elimination of forced 


Easier to apply and anchor more 
a true walking aid, not 


securely than conventional limp... 
walking heels. Deep criss-cross a stilt. 
section spacing permits applica- Strong, long wearing rubber 
tion of plaster bandage as nor- sufficiently resilient to provide 
mal figure eight wrapping. adequate cushioning and shock 
Raised tips on inner side set earewen. No-slip, no-mar 
firmly in cast to prevent lateral 
movement. 

Lower for greater patient com- 


No. 845 Adult Size. $15.00 per doz. No. 846 Small size, $12.00 per doz. 
DePuy Manufacturing Co., Inc., Warsaw, Indiana 


a supply today... 


BE 
YOUR 
LINK 
WITH 
THE 
PUBLIC 


HEALTH—in your reception room or mailed to 
your patients and business associates—is a valu- 
able public relations and health education tool. 


Only 10¢ a copy, $1.00 a year (10 issues— 
May-June and July-August combined), and 
$2.50 for three years. 


AMERICAN OSTEOPATHIC ASSOCIATION 
212 E. Ohio Street 
Chicago 11, Illinois 


| A significant new development in LET 
| walking heel design! 
Health 
| 
| 
| | | 
| | 
| — | | 
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Needed: a specific antibiotic 
_ for a specific need 
Prescribed: a Wyeth penicillin 


ORAL SUSPENSION 


BICILLIN 


Benzathine Penicillin G, Wyeth 


for children with penicillin-susceptible infections 


e pleasant, cherry or custard flavor assures ready acceptance 

e resists gastric destruction—high percentage of BICILLIN reaches duodenum, 
where absorption occurs 

e in hemolytic streptococcal infections—300,000 units every 6 to 8 hours 


Cherry flavor—300,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 ec. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration, and prescribing of BICILLIN, see descriptive 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 


CHILDHOOD 
ILLNESS 
CALLS FOR 
LO 
ie 


INFECTION 
CALLS FOR 
PROLONGED 

PENICILLIN 

ACTION 


INJECTION 


Benzathine Penicillin G, Wyeth 


effective treatment of many upper respiratory infections 


e produces blood levels lethal to most pathogens common in upper respiratory infections 
—streptococci, pneumococci, and penicillin-susceptible staphylococci 

e produces prolonged blood levels, thus tending to prevent reinfection, relapse, or 
early recurrence 

e eliminates streptococcus “‘carrier’’ state 

e requires few injections . . . less trauma to patients 

e affords TUBEX advantages—asepsis, less patient discomfort and ready-to-use convenience 


Supplied: 1,200,000 units in TUBEX® sterile cartridge-needle unit (2-cc. size), pkgs. of 10; and in 
single-dose disposable syringe (2-cc. size). Also available in other strengths and sizes. 
For further information on limitations, administration, and prescribing of Injection BICILLIN, | Sgets| 


see descriptive literature or current Direction Circular, Wyeth Laboratories Philadelphia 1, Pa. 
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Liquid: Penicillin V Potassium for Oral Solution, Wyeth 
Tablets: Penicillin V Potassium, Wyeth 


produces high penicillin blood levels 


easy-to-take Tablets or Liquid 

readily absorbed from the GI tract 

avoids pain, bother, and risk of injections 
palatable and well tolerated 

for all infections responsive to oral penicillin 

and for some usually requiring parenteral penicillin 


| 
> 
} 
cL ONTHS 
PROMPT, TR 
e 
e 


A potent oral penicillin 
for high therapeutic efficacy ; 


You can prescribe PENeVEE K for any and all in- 
fections caused by penicillin-susceptible organisms. 
It is a reliable and predictable antibiotic. Demon- 
strable blood levels occur within 15 minutes after 
ingestion: peak blood levels within 30 minutes. 
PEN*VEE K is markedly effective for treatment and 
prophylaxis of common bacterial infections, including 
hemolytie streptococcal infections, certain staphylo- 
coccal infections, and pneumococeal and gonococcal 
infections. 


Serum concentrations— 
oral and parenteral penicillin . 


5.0 
40 
23 30 
£2. 
10 
1 2 4 
Hours after administration 
Potassium penicillin V, 250 mg. (400,000 units)— one tablet. Average of 40 


fasting subjects? 
Procaine penicillin G (600,000 units)— one injection. Average of 10 subjects.? 


Palatable, convenient, well tolerated 


K is palatable, convenient (tablet 


liquid), and well tolerated. These factors encourage 
good patient cooperation, which helps promote rapid 
recovery. 


References: 1. Peck, F.B., Jr.. and Griffith, R.S.: 
Antibioties Annual 1957-58, Medical Encyclopedia, 
Inec., p. 1004. 2. White, A.C., et al.: Antibiotics 
Annual 1955-56, Medical Encyclopedia, Inc., p. 490. 


For further information on limitations, administra- 
tion, and prescribing of PENe VEE K, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories. Philadelphia 1, Pa. 
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LIPPINCOTT’S LATEST 
MEDICAL PUBLICATIONS 


1. FIRST INTERNATIONAL CONFERENCE ON 
CONGENITAL MALFORMATIONS 
Papers and Discussions. About 330 Pages. 32 Illustrations and 
20 Tables. 1961. $7.50. 


2. Avery Jones: CLINICAL ASPECTS OF GENETICS 
About 192 Pages. 75 Illustrations. Paperbound. North American 
Market Only. 1961. $6.00. 


3. CLINICAL ORTHOPAEDICS #21: Back Disorders in Children 
244 Pages. 180 Illustrations and 26 Tables. 1961. Single Copies: 
$7.50. By Sustaining Subscription: $6.00 Per Volume. 


4. Sunderman & Sunderman: MEASUREMENTS OF EXOCRINE AND 
ENDOCRINE FUNCTIONS OF THE PANCREAS (With a Section on 
Fibrocystic Disease) 

204 Pages. 39 Illustrations. 1961. $11.00. 


5. Lever: HISTOPATHOLOGY OF THE SKIN (New 3rd Edition) 
653 Pages. 320 Illustrations, 8 in Color. 1961. $16.50. 


6. Graber: GYNECOLOGIC ENDOCRINOLOGY 
218 Pages. 1961. $7.50. 


7. Falls & Holt: ATLAS OF OBSTETRIC COMPLICATIONS 
708 Pages. 708 Illustrations, including 250 Color Overlays and 
62 Full Color Illustrations on 31 Plates. 1961. 340.00. 


8. CLINICAL ORTHOPAEDICS #20: 

Disorders of the Shoulder Joint 

272 Pages. 223 Illustrations and 27 Tables. 1961. Single Copies: 
$7.50. By Sustaining Subscription: $6.00 Per Volume. 


9. Berens & King: AN ATLAS OF OPHTHALMIC SURGERY 
607 Pages. 273 Illustrations. 1961. $28.00. 


10. Harkins, Moyer, Rhoads & Allen: SURGERY: Principles and 
Practice (New 2nd Edition) 
1,595 Pages. 652 Illustrations. 1961, $17.00. 


11. Burket: ORAL MEDICINE: Diag is and T 
(New 4th Edition) 
609 Pages. 420 Illustrations, including 40 in Color. 1961. $15.00, 


12. Colby, Kerr & Robinson: COLOR ATLAS OF ORAL PATHOLOGY 
(New 2nd Edition) 
201 Pages. 485 Illustrations in Full Color. 1961. $14.60. 


13. Corcoran: A MIRROR UP TO MEDICINE 
506 Pages. 1961. $5.75 


14. Neil: BASIC BIOCHEMISTRY 
360 Pages. Illustrated. North American Market Only. 1961. $6.75. 


15. POLIOMYELITIS: Papers and Discussions Presented at the Fifth 
International Poliomyelitis Conference 
135 Pages. 178 Illustrations. 1961. $7.50. 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please send me the books the numbers of which are circled below: 


NAME 
ADDRESS. 

ciTy_ ZONE STATE 

(0 Payment Enclosed L] Charge, Bill Later 


L) Convenient Monthly Payments JAOA-12-6] 
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Nash, Emest F., from St. Clair Shores, Mich., to Detroit 
Osteopathic Hospital, 12523 Third Ave., Detroit 3, 
Mich. 

Nikola, George, from Nyack, N. Y., to Salisbury Manor, 
South Nyack, N. Y. 

Noeling, George D., Jr., from Yardley, Pa., to 825 N. Fifth 
St., Philadelphia 23, Pa. 


Olitsky, Henry, from 118 W. Diamond St., to 141 W. Sus- 
quehanna Ave., Philadelphia 22, Pa. 

Olson, Dean R., from 3647 Hermosa Drive, to Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio. 

Orlow, Mark, from 5361 Hazelhurst St., to Lincoln Drive 
& Harvey St., Philadelphia 44, Pa. 


Page, Paul E., from 1811 De Milo, to 3813 Mangum Road, 
Houston 18, Texas. 

Paternoster, Alfred A., from Alhambra, Calif., to 201 S. 
Mission Drive, San Gabriel, Calif. 
Patriquin, David A., from Kezar Falls, Maine, to 1374 
Sherbrooke St., W., Montreal 25, Que., Canada. 
Patterson, Russell J., from Old Orchard, Maine, to 7981 
N. Causeway Blvd., St. Petersburg 10, Fla. 

Patterson, William Rhodes, from Chicago, IIl., to 2850 S. E. 
Steele St., Portland 2, Ore. 

Peckham, C. Fred, Jr., from Oswego, N. Y., to 281 State 
St., Carthage, N. Y. 

Pedersen, Arthur D., from Gardena, Calif., to 4 Running 
Brand Road, Rolling Hills, Calif. 

Peterson, Keith D., from Dallas, Texas, to 849 Brown Trail, 
Hurst, Texas. 

Peterson, Robert Herrman, from Los Angeles, Calif., to 
158 E. 133rd St., Hawthorne, Calif. 

Phelps, Garold B., from 310 Ritz Bldg., to 1517 S. Lewis 
Ave., Tulsa 4, Okla. 

Pike, Claire E., from 2272 Pacific Ave., to 3698 California 
Ave., Long Beach 7, Calif. 

Pilson, Victor M., from 1012 W. 58th Place, to 5710 S. 
Hoover St., Los Angeles 37, Calif. 

Porreca, Charles C., from 3838 N. Campbell Ave., to 3223 
N. First Ave., Tucson, Ariz. 


Qualter, John J., from 335 Brighton Ave., to 196 Baxter 
Blvd., Portland, Maine. 


Racciatti, Theodore R., from 1826 S. 12th St., to 1628 S. 
15th St., Philadelphia 45, Pa. 

Reid, James R., from Mesquite, Texas, to Box 246, Ma- 
bank, Texas. 

Reynulds, W. Ober, from 1220 Goff Blvd., S. W., to 1720 
Bridge Blvd., S. W., Albuquerque, N. Mex. 

Richardson, Hildreth L., from Los Gatos, Calif., to 3872 
Sorci Drive, San Jose 24, Calif. 

Roberts, Carl S., Jr., from Flint, Mich., to Box 156, Lake 
Butler, Fla. 

Robinson, Harley J., from Inkster, Mich., to 25 Lawrence 
Ave., Detroit 2, Mich. 

Rodos, J. Jerry, from Providence, R. I., to 1660 Broad St., 
Cranston 5, R. I. 

Rodriguez, Rachel, from Fort Lauderdale, Fla., to 1855 
Adams St., Hollywood, Fla. 

Rosenblatt, Jerry G., from 36 Monroe St., to 40 E. 61st St., 
New York 21, N. Y. 

Rosenthal, Martin H., from 4222 Lancaster Ave., to 817 N. 
42nd St., Philadelphia 4, Pa. 

Roth, Robert L., from Glendale, Ore., to 275 O’Connor 
Drive, San Jose 28, Calif. 


Sanders, H. W., from O’Donnell, Texas, to 701 Sunset, 
Abilene, Texas. 

Sargent, Paul R., from 12845 12th Ave., S. W., to 1224 
S. W. 137th St., Seattle 66, Wash. 

Schoon, N. Lewis, from Trenton, Mich., to 25901 W. Seven 
Mile Road, Detroit 40, Mich. 

Schweig, Edward L., from Rochester, Mich., to 18820 
Woodward Ave., Detroit 3, Mich. 


when menstrual cramps make the lightest task a burden 


Isoxsuprine hydrochloride, Mead Johnson 


myo- -vascular relaxant 


provides direct, non-hormonal 
action on the myometrium to 
relieve painful uterine spasm 
or hypermotility 


VASODILAN does not disturb normal 
menstrual rhythm or flow!”...and can be 
prescribed safely with other therapies.? 


PROOF OF CLINICAL EFFECTIVENESS 
In one double-blind study, good to excel- 
lent relief of severe menstrual cramps 
was noted in 79 per cent of the patients. 
Another investigator? notes satisfactory 
relief of dysmenorrhea in 83 per cent of 
the cases studied. 


Contraindications: There are no known contraindica- 
tions to oral administration of VASODILAN in recom- 
mended doses. 


Cautions: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. 
Parenteral administration is not recommended in the 
presence of hypotension or tachycardia. Intravenous 
administration is not recommended because of the 
increased likelihood of side effects. 


Side effects: Few side effects occur when given in rec- 
ommended oral doses. Occasional palpitation and 
dizziness can usually be controlled by dosage adjust- 
ment. Single intramuscular doses of 10 mg. or more 
may result in hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 
or 2 tablets) three or four times daily, 24 to 72 hours 
prior to expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./cc.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Clin. Med. 8:512-514 (March) 1961. (2) Voulgaris, D. 
M.: Dysmenorrhea: Cramps or Psyche?, Scientific 
Exhibit, Am. Acad. G. P, Philadelphia, March 21-24, 
1960. (3) Voulgaris, D. M.: Obst. & Gynec. 15:220-222 
(Feb.) 1960. 56961 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


JOURNAL A.O.A., VOL. 61, DEC. 1961 ; A-151 


4 ate 
— 
Ss 
oT 
| 
\ 1} \ \ \ \ 
) \ 
Pils Py 
: | 


wherever 
monilial superinfection 
is a particular hazard* 


Terrastatin 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


capsules and for oral suspension 


@ 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 


*patients requiring high | 
or prolonged E = 
antibiotic dosage 


*patients 
*women, particularly receiving 
during pregnancy corticosteroid 
*intants *diabetics 


IN BRIEF \ 


Terrastatin (oxytetracycline with glucosa- 
mine and nystatin) provides the established 
antibiotic dependability of Terramycin® plus 
the potent antifungal activity of nystatin, 
which has a significant prophylactic action 
against intestinal monilial overgrowth. 


INDICATIONS: Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, 
spirochetes, large viruses, and certain parasites 
(amebae, pinworms), Terrastatin is indicated 
in a great variety of infections due to suscep- 
tible organisms, e.g., infections of the respira- 
tory, gastrointestinal, and genitourinary tracts, 
surgical and soft-tissue infections, ophthalmic 
and otic infections, and many others. The 
added protection afforded by Terrastatin 


*debilitated or 
elderly patients 


| 


against monilial superinfection is especially important for those patients who 
are most likely to be susceptible to the overgrowth of Candida albicans. 


ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. of oxytetra- 
cycline daily in four divided doses is usually effective. In severe infections, 
2-4 Gm. daily may be indicated. Infants and children: 10-20 mg. of oxytetra- 


cycline per lb. of body weight daily. 


SIDE EFFECTS AND PRECAUTIONS: If superim- 
posed infection caused by resistant staphylo- 
cocci is observed, the antibiotic should be 
discontinued, and a therapeutic trial of other 
antibiotics as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption 
and is therefore contraindicated. Glossitis and 
allergic reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing; side effects are 
seldom observed. There are no known contrain- 
dications to glucosamine. 


suPPLIED: Terrastatin Capsules, 250 mg. of 
oxytetracycline with 250 mg. of glucosamine 
and 250,000 units of nystatin, bottles of 50. 
Terrastatin for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension contains 
125 mg. of oxytetracycline with 125 mg. of glu- 
cosamine and 125,000 units of nystatin, 60 cc. 
bottles. 


More detailed professional information avail- 
able on request. 


Science for the world’s well-being® / PFIZER LABORATORIES Division, Chas. Pfizer @ Co., Inc. New York 17, New York 
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Sellman, Richard L., from Maywood, Calif., to 1220 Morada 
Place, Altadena, Calif. 

Sena, James, from Phoenix, Ariz., to 5920 Flambeau Road, 
Palos Verdes Estates, Calif. 

Sharp, Omer L., from San Fernando, Calif., to 1422 Mon- 
cado Drive., Glendale 7, Calif. 

Shelly, C. Richard, from Belen, N. Mex., to 2130 San Ma- 
teo, N. E., Albuquerque, N. Mex. 

Silbereisen, Fred E., from 905 Forbes St., to 311 S. Black 
Horse Pike, Blackwood, N. J. 

Simon, M. Paul, from 155 River Drive, to 130 N. Bever- 
wyck Road, Lake Hiawatha, N. J. 

Skloff, Jack M., from 1200 N. State St., to 4619 August St., 
Los Angeles 8, Calif. 

Skufca, Robert A., from Brunswick, Ohio, to 7415 Pearl 
Road, Middlebury Heights, Ohio. 

Smilek, Martin, from Akron, Ohio, to 1305 Everbright Drive, 
Uniontown, Ohio. 

Smith, John Christopher, from Hollywood, Calif., to 12191 
Faye Ave., Garden Grove, Calif. 

Smith, Karl H., from Warrensville Heights, Ohio, to 2749 
Winchester Ave., Ashland, Ky. 

Smith, Keith R., from Glendale, Calif., to 2840 Honolulu 
Ave., Verdugo City, Calif. 

Smith, Leonard, from Central Medical Center, to 7503 
Newportville Road, Levittown, Pa. 

Sparks, Leroy R., from 212 Washington Ave., to Box 1367, 
Clarksburg, W. Va. 

Staff, Leonard, Jr., from 3 E. Seventh St., to 1034 Mill 
Ave., Tempe, Ariz. 

Starkey, Donald L., from 1950 W. Indian School Road, 
to 4108 N. 49th Drive, Phoenix 31, Ariz. 

Starr, Robert, from 5435 Woodward Ave., to 6259 W. Fort 
St., Detroit 9, Mich. 

Steinsnyder, Wynne A., from Miami, Fla., to 18139 N. E. 
19th Ave., North Miami Beach 62, Fla. 

Stern, Edward Lee, from Los Angeles, Calif., to 17781 
Beach Blvd., Huntington Beach, Calif. 

Stevenson, Gerald M., from Kent, Natl. Bank Bldg., to 227 
S. Depeyster St., Kent, Ohio. 

Sullivan, Lloyd L., from Tulsa, Okla., to Dallas Osteopathic 
Hospital, 5003 Ross Ave., Dallas 6, Texas. 

Sutula, Michael, from Philadelphia 39, Pa., to 841 Galloping 
Hill Road, Union, N. J. 

Swoger, Robert J., from Orrville, Ohio, to 207 E. Market 
St., Canal Fulton, Ohio. 


Taylor, Kenneth C., from 318 S. Union St., to 1139 E. 
Eighth St., Traverse City, Mich. 

Tedrick, C. M., from 1931’ San Mateo, N. E., to 2130 San 
Mateo, N. E., Albuquerque, N. Mex. 

Tedrick, Richard H., from 2258 S. Colorado Blvd., to 3300 
E. 17th Ave., Denver 6, Colo. 

Thomas, Harry R., from Corpus Christi, Texas, to Southern 
Hills Hospital, 30 MacCorkle Ave., South Charleston 3, 
W. Va. 

Tiffany, Raymond E., from Anaheim, Calif., to 5742 Beach 
Blvd., Buena Park, Calif. 

Tokar, John T., from Detroit, Mich., to The Meyers Clinic, 
724 S. Park View St., Los Angeles 57, Calif. 

Tookoian, Hagop, from Long Beach, Calif., to Los Angeles 
County Osteopathic Hospital, 1200 N. State St., Los 
Angeles 33, Calif. 

Tripp, Arthur F., from 5115 Montrose Blvd., to 638 Kress 
St., Houston 20, Texas. 

Truitt, Denzil J., from Fort Worth, Texas, to Box 226A, 
Petersburg, Texas. 


Vigorito, Thomas F., from Kansas City, Mo., to 1720 Marl- 
ton Ave., Philadelphia 4, Pa. 


Waite, John G., from Garden City, Mich., to 1006 Packard 
St., Ann Arbor, Mich. 

Walters, Richard D., from Columbus, Ohio, to 340 W. Co- 
shocton St., Johnstown, Ohio. 
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in psoriasis 


allantoin and special coal tar extract 


widely prescribed 
clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”* In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“..every patient manifested 
some favorable response.” 


1. Welsh, A. L.: Report, Conference on the Management 

of Chronic Dermatoses, University of Cincinnati 

College of Medicine, Cincinnati, Ohio, November 4-5, 1959. 
Available: Alphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenilworth. New Jersey 


gamma benzene hexachioride 


in infantile eczemas regardless of severity 


A CONSISTENT RAPID RESPONSE 


Tarbonis 


UNEXCELLED COAL TAR THERAPY 


A-153 


| 
— 
ae 
ae 
Fi 
3 
i 
4% | 
j 


...and other painful or disabling musculoskeletal conditions often respond rapidly to the “antidoloritic’* effects of 
DECAGESIC. DECAGESIC helps restore normal function by relieving pain and discomfort, suppressing inflammation. ..and 
often adds a sense of well-being and renewed strength. DECAGESIC combines the benefits Of DECADRON® and aspirinwith ¥ 
aluminum hydroxide to provide increased efficacy with a lower incidence of side effects. 


dexamethasone with aspirin and aluminum hydroxide *The term “‘antidoloritic’’ has been coined by Merck Sharp & Dohme to describe an agent designed 
to allay pain associated with inflammation — dolor = pain, itic = associated with inflammation. 


FO R co N Ss E RVATI Vv E MANAG E M E NT Decacesic and DECADRON are trademarks of Merck & Co., Inc. 
OF MUSCULOSKELETAL SYNDROMES werck snare - division of Merck & Co., Inc., West Point, Pa. 


Indications: Mild to moderate inflammatory, rheumatic and musculoskeletal disorders, and conditions 
in which the conjunctive use of steroid and salicylate is indicated. 

Dosage: 1 or 2 tablets 3 or 4 times daily. The usual precautions of corticosteroid therapy should be 
observed. Before prescribing or administering Decacesic, the physician should consult the detailed 
information on use accompanying the package or available on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DecADRON dexamethasone, 500 mg. of 
aspirin (acetylsalicylic acid) and 75 mg. of aluminum hydroxide (present as the dried gel). 
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en route! 
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Saved by 
ERGOMAR 


in time! 


the first few minutes are decisive in aborting a full-blown migraine attack 


sublingual Ergomar stops migraine attack 
with pa rentera “speed (PROVIDES RELIEF TWICE AS FAST AS ORAL FORMS) 


In classic migraine, other migraines or any vas- 
cular headache, Ergomar combines the proven 
effectiveness of ergotamine tartrate with the un- 
paralleled convenience and speed of sublingual 
administration. Unlike tablets, injectables or 
suppositories, Ergomar can be taken at home, 
or en route — anytime, anywhere. “Within 30 sec- 
onds, plus only circulation time, cerebral effects 
begin building up—even faster than the time 
needed to obtain or prepare an injection. 


NORDSON PHARMACEUTICAL LABORATORIES 
“ DIVISION OF COOPER TINSLEY LABORATORIES, INC. 


HARRISON, NEW JERSEY 


JOURNAL A.O.A., VOL. 61, DEC. 1961 


Dosage: One sublingual tablet immediately upon rec- 
ognition of the warning signs of an attack. If neces- 
sary, 1 tablet every ‘/2 hour until relief is obtained. 
Do not exceed 3 tablets within 24 hours. 
Contraindications: Peripheral vascular and coronary 
heart disease, hypertension, renal or hepatic dys- 
function and pregnancy. 

Supplied: Sublingual Tablets in specially designed 
package of 12 tablets, each containing 2 mg. of a 
new, specially processed ergotamine tartrate, highly 


soluble and specifically for sublingual administration. 
SAMPLES AND LITERATURE AVAILABLE ON REQUEST. 


SUBLINGUAL 
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LEA & FEBIGER BOOKS 
PUBLISHED IN 1961 


OF INTEREST TO ALL OSTEOPATHIC PHYSICIANS 


Soffer, Dorfman & Gabrilove— 

The Human Adrena! Gland 
By LOUIS J. SOFFER, M.D., F.A.C.P., Attending Physician 
and Head of Endocrinology, The Mount Sinai Hospital; Clini- 
cal Professor of Medicine, State University of New York Col- 
lege of Medicine in New York City 
RALPH I. DORFMAN, Ph.D., Director of Laboratories, 
Worcester Foundation for Experimental Biology, Shrewsbury, 
Mass.; Research Professor of Biochemistry, Boston University 
Graduate School 
and J. LESTER GABRILOVE, M.D., F.A.C.P., Associate At- 
tending Physician, The Mt. Sinai Hospital, Clinical Associate 
Professor of Medicine, State University of New York College 
of Medicine in New York City. 

591 pages. 79 illustrations and 1 plate 
in color. 20 tables. New. $18.50 


Brest and Moyer— 
Hypertension 
By ALBERT N. BREST, M.D., Assistant Professor of Medicine 
and Head, Section of Hypertension and Renology, Hahnemann 
Medical College and Hospital, Philadelphia 
and JOHN H. MOYER, M.D., Professor and Chairman of the 
Department of Medicine, Hahnemann Medical College and 
Hospital, Philadelphia. 
About 660 pages. New. Just ready. 
Wintrobe—Clinical 
Hematology 
By MAXWELL M. WINTROBE, M.D., Ph.D., D.Sc. (Hon.), 
Professor and Head, Department of Medicine and Director, 
Laboratory for the Study of Hereditary and Metabolic Dis- 
orders, University of Utah, College of Medicine, Salt Lake City. 
1186 pages, 7” x 10”. 265 illustrations and 
50 in color on 19 plates. Many tables. 
New Sth edition. $18.50. 


Boyd—A Textbook of 

Pathology 
By WILLIAM BOYD, M.D., M.R.C.P., F.R.C.P., F.R.C.S., Pro- 
fessor Emeritus of Pathology, University of Toronto; Visiting 
Professor of Pathology, School of Medicine, University of Ala- 
bama, Birmingham. 

1370 pages, 7” x 10”. 792 illustrations & 20 plates 

in color. New 7th edition. $18.00. 


Levinson & MacFate—Clinical 
Laboratory Diagnosis 
By SAMUEL A. LEVINSON, M.D., Ph.D., Professor of Pa- 
thology, Emeritus, University of Illinois College of Medicine, 
Chicago 
and ROBERT P. MacFATE, Ch.E., M.S., Ph.D., Chief, Division 
of Laboratories, Board of Health, Chicago. 
1274 pages. 227 illustrations and 11 plates, 9 in color. 
150 tables. New 6th edition. $15.00. 


MAIL TODAY! 
LEA & FEBIGER pa. 
Please send books circled above or listed in maryin below: 


{( ) Check enclosed. Bill me at ( ) 30, ( ) 60, ( ) 90 days. 
(| ) Charge on your convenient monthly payment plan. 
(We pay postage if remittance in full accompanies your order) 


DR. (print) 


AOA 12-61 


A-156 


Warner, Maxwell D., from Woodland Park, Colo., to Box 
205, Cascade, Colo. 

Weaver, Max H., from Tucson, Ariz., to 7428 Kingman 
Drive, El Paso, Texas. 

Weiner, Theodore E., from Cleveland 10, Ohio, to 7307 
Lake Shore Blvd., Mentor, Ohio. 

Weiss, Bernard D., from Taylor, Mich., to 34610 Sims St., 
Wayne, Mich. 4 

Weller, Ronald J., from Madison Heights, Mich., to 1301 
E. State Fair, Detroit 3, Mich. 

White, Leslie R., from 308 Rockhill Ave., to Grandview 
Hospital, 405 Grand Ave., Dayton 5, Ohio. 

Wiener, Robert P., from Santa Fe Springs, Calif., to 1502 E. 
Collins Ave., Orange, Calif. 

William, T. Clif., from Detroit, Mich., to 3750 Twelve Mile 
Road, Warren, Mich. 

Witlin, Michael, from St. Louis County, Mo., to 2101 Nor- 
mandy Drive, Miami Beach 41, Fla. 

Wolski, John D., from Chicago, Ill, to 810 S. Ballenger 
Road, Flint 4, Mich. 

Wright, Charles B., from Atlanta, Ga., to 2301 N. E. 26th 
St., Fort Lauderdale, Fla. 


Young, Warren C., Jr., from 5 Mulberry, to 305 Bank Bldg., 
Lebanon, Ohio. 

Youngblood, G. D., from Tucson, Ariz., to 517 Pile St., 
Clovis, N. Mex. 

Yurick, Elias Ivan, from Route 2, to Lakeside Center, Route 
3, Woodport, Wharton, N. J. 


Applications for membership 


Arizona 
Davis, Kingsley L., (Renewal) 2919 W. Buckeye Road, Phoe- 
nix 9 
California 


Comer, Grace E. P., (Renewal) 293 Thalia St., Laguna Beach 


Massachusetts 
Carr, Lewis C., (Renewal) Massachusetts Osteopathic Hos- 
pital, 222 S. Huntington Ave., Jamaica Plain, Boston 30 


Michigan 
Engemann, J. P., (Renewal) 123 S. Pleasant St., Belding 


Missouri 
Phillips, Edward J., (Renewal) Edina 
Richmond, William G., (Renewal) Higbee 
Ackley, Edward J., (Renewal) Immaculate Conception Clin- 
ic, 3917 N. Cleveland Road, Kansas City 17 
Bye, Eivind G., (Renewal) 124 S. Main St., Piedmont 


New Jersey 
Watson, Dorothy Brunner, (Renewal) 311 First Ave., As- 
bury Park 


New York 
Golden, Maurice E., (Renewal) 30 Parkside Drive, Levittown 
Kaelber, Charles R., (Renewal) 4310 W. Genesee St., Syra- 
cuse 9 


Oregon 
Taylor, I. E., (Renewal) Route 2, Box 810, Creswell 


Pennsylvania 
Lenox, Richard E., (Renewal) 214 Papermill Road, Oreland 


The muscle relaxant with an independent pain-relieving action 


® 


LS 
(carisoprodol, Wallace) 
& Wallace Laboratories, Cranbury, New Jersey 


low-back patient 
back on the 
payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— 
and fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


= = = 


for the diarrheal attack 
effective—eradicates enteric bacterial pathogens 
selective—does not eradicate the normal intestinal flora’ 


LIQUID 


brand of furazolidone 
New, convenient prescription size: bottle of 2 oz. Also: bottle of 16 oz. 


m Exceptionally broad bactericidal range includes species and strains now resistant to 
other antimicrobials m Virtually nontoxic m Does not encourage monilial or staphy- 
lococcal overgrowth # Has not induced significant bacterial resistance m Dosage may 
be found in your PDR. 

Furoxon_ Ligum is a pleasant orange-mint flavored suspension containing FUROXONE 


50 mg. per 15 cc., with kaolin and pectin. aN 
1. Mintz, A. A.: Antibiot. Med. 7:481, 1960. (ton 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK = 
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TRISIN PREFERRED 


amon urinary pathogens felon many resistant strains) ed highly soluble at full 
range, Gantrisin may be prescribed with unhesitating confidence in acute and chronic 
ections and for routine prophylaxis. Reports in hundreds of journals and scores of text 


PRI. & Plank, L.E., 
E. H., Am. J. Med. 18:76 
July 1955, Burdette, 
int. Med. 43:323-332, Aug. 19 


jon, GP 12:103-109, July 
1955, Saethol, C. C., Am. J. Digel 
me A.; Dutton, R.; Berg, G. & Bl t g. 15, 1955. Joron, G. E.; De 
pril, 1955. Robins, J. 5. Ke mney, M.Clin. North Ame: 
hr. 80:1730-1732, Nov. 25, icago M. Soc. Bull. 56:626g 
S. & Long, J. H.. Am. J ‘ C. D. & Feeney, M. J., J. Uro 

“4 16:64-70, June 1954. Piscid 71:768-770, June 1954. La 

lowa State M. Soc. 44:28 69-363, Oct. 1954. Montgoméd 
j BM. J. $1:888-893, Oct. 1954. O 
% Nov, 1954. Creevy, C. D. & Price, 
1984. Balch, H. H., Mil. Surgeon 
mpson, GC. J., Tr. Am. A. Genito-Urinary 
Pros. Barnard, D. M.; Story, R. D. & Rott, H. 
d, J. & Boschetti, R., (Proc. Am. Soc. Pharmacol, & 
PR., Clin. Med. 51313, March 1958. O'Conor, V. 
me S., J. Am. Geriatrics Soc. 1:355-361,' May 1953. Eve 
Chemotherapy 3:721-730, July 1953. Yow, E. M., Am. P 
M1304, Aug. 1, 1953. Herrell, W. E.; Nichols, D. R. & Martin, W. 
Times 22 -683-690, Oct. 1953. Mulholland, S$. W.; Kavjian, 
ec. 14, 1953. Litzner, &., Aerztl. Praxis 5:(7), 1, 11, 1953. Berning, 
Ga. 34:248-251, July 1953. Nunziante, L., Riforma med. 67: 

356, 388, 390; Aug, 1952. Bush, W. South. M, 
2-83, Sept. 1952. Creevy, C: D., Surgery 32:749-7) 
Johnson, D. H., Arch. Int. Med. 90:71)-717, 

V. J., Proc. Inst: Med. Chicago.19: 187-199, Dee. 
Hubbell, R. Michigan State M. 51:1433,N 


Jr. & Flippin, H. F, TAMA. 1% 
43:263-266, Sept. 1953. Chappell, 
r, A., Wien. med. Wehnechr. 69:1009-10 
39-691, July 1953. Burns, £., Southwest 
24-427, July-Aug. 1952. Creevy, €. DG 


19. Taylor, W. H. & Taylor, J. N., J. Urol. om 
Garvey, EK. & Cline, W. A., Urol. & Cutan. 
E170, Jan. 19, 1952. Womack, C. Jackson, G. Gocke, T. M.; Kass, E. H.; Haight, H: & Finland, int, M 

2: 311-323, Feb. 1952. Kimbrough, 1. & Morse, GC. W. H., Mil. Surgeon 170-177-180, March 1952..Royce, R. K., Bull. St. Louis 
D. J.A.M.A. 148:1117-1121, March 29, 1952. Waisbren, B. A. & Carr, C.. Am. J. M. Sc. 223:418-421, April 19 
Dixit S, 1952. Ney, C. & Markham, M. J., New York Stgig 1. Med. 52:1033-1035, April 15, 1952. Secretan, M., Schweiz. med. Wehns 
79-15-20, May 1952. Bourgeois, G. A.. Am. J, 


Ive agen blood and tissues, aswellasinthe 
_urine. Gantrisin does this: Unlike compounds that inhibit bacterial growth inthe urineand 
books reflect the position of Gantrisin as a drug of choice in genitourinary infections. = = $$ Jo | 
= eer, W. C.; Ulin, 4 
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Keep the arthritic man in motion 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 


While immediate symptomatic relief restores motion, the underlying 


bursitis / tenosynovitis. 


Formula: 
Orphenadrine HCl 15 mg......Proved muscle relaxant to relax spasm 


inflammation is reduced with a low-dosage corticosteroid. 

Now you can restore comfortable motion safely, 4 
surely with DELENAR in rheumatoid arthritis / 
traumatic arthritis /early osteoarthritis / i i 
rheumatoid spondylitis / fibrositis / myositis / 


Aluminum Aspirin 375 mg......Fast analgesic relief of motion-stopping pain : oe oe 
Dexamethasone* 0.15 mg......Low-dosage anti-inflammatory steroid a 

For complete details, consult latest Schering literature available Ay 
from your Schering Representative or Medical Services Department, fan = Sa 
Schering Corporation, Bloomfield, New Jersey. Sx: 
Bibliography: SS 


1. Ernst, E. M.: Pennsylvania M.J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 


loosen stiff muscles and joints /\ 
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with specific 
muscle relaxant 
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throughout 


active 


tri-enzymatic digestion 
of carbohydrates, proteins, 
vegetable roughage (cellulose) 


As indicated in: dyspepsia, colitis, flatulence, 
constipation, diverticulitis, abdominal dis- 
tention. 

Each tablet contains: Gerilase (standardized amylo- 
lytic enzyme) 30 mg., Geriprotase (standardized 


ye enzyme) 6 mg., Gericellulase (standard- 
ed cellulolytic enzyme) 2 mg. 


! GERIATRIC PHARMACEUTICAL CORP. 


45 Commonwealth Boulevard 
Bellerose, New York 


Please send me literature and a sample 
of Gustase for clinical evaluation. 


Name (pcease Print) 


Street address 


City Zone State l 
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a relaxed mind in a relaxed body 


with 


effective TRANQUILIZER = potent MUSCLE RELAXANT 


How often do you see the tense, anxious patient express his feelings through 
taut muscles, rigid posture? Or the patient with tense skeletal muscles 
become anxious and irritable because ef his discomfort? 


When you prescribe Trancopal you can see how this “tranquilaxant” speedily helps the anxious patient. It quiets 
his‘psyche—and this quieting helps relax tense muscles. It eases muscle spasm—and this easing helps put his mind 
at rest. 

DeNyse' notes that the effect of Trancopal as a quieting agent “. . . may play a part in the skeletal muscle relaxing 
results obtained.” Gruenberg? used Trancopal to treat patients with musculoskeletal disorders, and commented: “In 
addition to relieving spasm and pain, with subsequent improvement in movement and function, Trancopal reduced 
restlessness and irritability in a number of patients.” 

Very few side effects occur with Trancopal. You may see them in only about two out of a hundred patients, and they 
will almost always be mild. 


Available: 200 mg. Caplets® (green colored, scored), 100 mg. Caplets (peach colored, scored), each in bettles of 100. 
Dosage: Adults, 1 Caplet (200 mg.) three or four times daily; children (5 to 12 years), from 50 to 100 mg. three 
or four times daily. 

Before prescribing be sure to consult Winthrop’s literature for additional information about dosage, possible side effects 


and contraindications. 
References: 1. DeNyse, D. L.: M. Times 87:1512 (Nov.) 1959. 1 vt f LABORATORIES New York 18, N. Y. 
1644™ 


2, Gruenberg, F.: Current Therap. Res. 2:1 (Jan.) 1960. 
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FOR COUGH AND COLD DEMONS... 


NON-NARCOTIC 


ULO 


for control of acute cough regardless of etiology 


ULOMINIC 


for control of acute cough and associated allergic reactions 


INHIBITS COUGH IMPULSE FOR 4 TO 8 HOURS 
the threshold of the medullary cough center is elevated while 
the cough reflex is not abolished. 


COUNTERACTS en IN PHARYNX, LARYNX, 
TRACHEA AND BRONCH 
inhibits tendency = histamine to cause edema of the 
nasopharyngeal mucosa, local irritation, and vasodilation. 


RELIEVES CONGESTION 


reduces postnasal discharge, lessens irritation to pharyngeal 


and laryngeal membranes. 
MAKES VOLUNTARY COUGH MORE PRODUCTIVE 


loosens and liquefies mucus, soothes irritated bronchial mucosa. 


ULOGESIC 


for control of acute cough and for relief from associated 
muscular aches, pain and fever 


ULO® 
non-narcotic antitussive 
chlophedianol 


DIAFEN® 
fast-acting antihistaminic 
diphenylpyraline HCI 


PHENYLEPHRINE HCi 
sympathomimetic 


GLYCERYL GUAIACOLATE 
expectorant and 
demulcent 


Ulogesic enlarges the therapeutic dimensions of Ulominic 


ALLEVIATES ACHES AND DISCOMFORTS 
AND ABORTS FEVER 


elevates the pain threshold with an analgesic potency the same 


as acetanilid, with much less toxicity. 


ULO SYRUP—Each 5 mi. teaspoonful contains: 
chlophediano! 
alpha-(2 innethyl) 
chlorobenzhydrol HCI] ........ 25 mg. 
chloroform, U.S.P. 0.001 mi, 
Alcohol 6.65 per cent in a pleasant 
flavored syrup base 


ULOMINIC® SYRUP — Each teaspoonful (5 cc) 
contains: 


HCI* 
chlorobenzhydri Ci} 
diphenyipyraline Hor 
ether HCI) 
phenylephrine HCI. 
glycery! guaiacolate 
alcohol 


ULOGESIC® — a tablet contains: 
HC 
{alpha- 
chloro enzhydrol « HCI} 
HCI 
a 4 benzhydry! 


ether « HCl)..... 
HCI... 
glyceryl guaiacolate 
acetaminophen .... 


*Patents pending 


ee For acute cough associated with: 


Cold 


Tracheitis 


yt 
Pertussis Laryngitis 


eumon Pleurisy 
Allergies and Ulogesic) 


CONTRAI h nocontrain- 
dications for ULOMINIC iCare known, 
they should be used only ‘or acute cough. 


CAUTION: Since ULOMINIC ood ULOGESIC 
contain an 
may occur. As ey also con in 2 sympatho- 
mimetic agent, they should be used with 
caution in artery disease, glaucoma, 
hyper nd hyperthy 


a occur only occasionally and have been 
gs have occurred in- 
reque! di 
As with ‘centrally Sine drugs, an infrequent 
may — hyperirritability 
ear 
within a few hours ps the drug is discon 
tinued. In three cases (1 adult and 2 children) 
where the drug was continued in large or even 
fter lation was 
present, hallucinati d d. Upon with- 
drawal the medication, the. Patients recov- 
ered rapidly within a few how: 
ULOMINIC and ULOGES! 
. Side effects from ULOMINIC or ULOGESIC 
occur occasionally and are mild. Nausea, dizzi- 
ness, and Slide 4 of the mouth occur infre- 
quently: ind di rarely. 


APAP 
acetyl-p-aminophenol 
analgesic and antipyretic 


DOSAGE: 


UL 
Adults: 25 me. (1 (1 teaspoonful) 3 or 4 times 
daily as requi 

Children: 6 to 12 years of age — 12.5 to 25 mg. 
(% eee teaspoonful) 3 or 4 times daily as 
ot to 6 years of age — 12.5 mg. (14 teaspoonful) 
3 or 4 times daily as required. 

ULOMINIC 

Adults: One teaspoonful (5 cc) four times daily. 

Children: 12 years—'4 teaspoonful (2.5 cc) 
4 times dai 

to yeare— teaspoonful (25 drops) 4 times 


Adults: Two tablets 4 times daily. 
ularent 6 to 12 years—one tablet 4 times 
AVAILABILITY: 
ULO SYRUP 
Bottles 12 oz. 


ULOMINIC SYRUP 
Bottles 1 pint 


ULOGESIC TABLETS 
Bottles of 100 tablets. 


CAUTION: Federal Law prohibits dispensing with- 
out prescription. 


Riker] RIKER LABORATORIES, INC., Northridge, California 
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stop pain wit + } 
ppain with Nuypercainal 
(dibucaine CIBA) 
... For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 
Complete information sent on request. 


SUMMIT,N. J. 
| stop hemorrhoid pain with 

NUPERCAINAL SUPPOSITORIES: 
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exact dosage fast acting 


